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This is not a “doctor book” in the old- 
fashioned sense. The state of medical 
knowledge has advanced more in the past 
one hundred years than in all the rest of 
recorded history and thus many of the 
time-honored home remedies have become 
outmoded and should be replaced by more 
modern methods. 
The homemaker, no matter how intelli- 
gent or how highly educated in the arts 
and crafts, in other professions, or other 
‘branches of sciences, is unable to bring 
‘modern medical procedures into the home 
by possessing and reading a book. She is 
jacking in experience, especially in the ob- 
servation of patients, which helps the doc- 
tor develop that sixth sense which he 
needs to aid his other five senses. 
_ The homemaker also lacks the wide 
background of technical knowledge which 
_ is required to interpret so “simple” a thing 
as a headache, a feeling of numbness, a 
pain, an itch, a weakness, or a trembling. 
Certainly she is unaware of the latest de- 
velopments in medical science. Ninety per 
cent of the drugs which physicians pre- 
scribe today were unknown 10 years ago. 
_ Advances in surgery are being made daily. 

For these and many other reasons, the 

old-fashioned doctor book is no longer 
necessary and in many ways, the home is 
better off without it. 
Aside from the many things which the 
homemaker cannot do and for which she 
must rely upon professional assistance, 
there are innumerable things which the 
homemaker can do. 

The most important step which the 
homemaker can take toward safeguarding 
the health of the family is to have a con- 
tinuing and friendly contact with a family 
physician and a family dentist. These pro- 
fessional persons should be consulted reg- 
ularly while in good health in order to 
forestall disease. It is much cheaper—and 
more pleasant—to prevent than to treat 
and cure. In addition, some preventable 
diseases are not curable if they are per- 
mitted to develop too far, and some are 
not curable at all. 

The home is the center of the family’s 
health and the homemaker its guardian. 


Continued on back flap 


Bin. 


TODAY'S 
HEALTH 
GUIDE 


for the American family 


Revised Edition 


Published by the 


American Medical Association 


Edited by 
W. W. Bauer, M.D. 


Director Emeritus 

Department of Health Education 
American Medical Association 
Revision Coordinated by the 
Department of Health Education 
American Medical Association 


DIRECTORY 
OF EMERGENCY 
TELEPHONE NUMBERS 


Physicians and surgeons 


Dentists 


Ambulance Service 


Preferred Hospital 


Alternate Hospital 


Public Health Department 


) Police Department 
i 


ire Department 


Other 


For further information on FIRST AID, turn to page 342. 


EMERGENCY | 
FIRST AID | 


e Prevent heavy loss of blood © 


HEAVY BLEEDING | 

Heavy bleeding comes from wounds to one or i 
more large blood vessels. Such loss of blood can 
kill the victim within a few minutes. { 
| 

DON'T WASTE TIME...USE PRESSURE $ 
DIRECTLY OVER THE WOUND i 
$ 

$ 
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e Place pad—clean handkerchief, clean cloth, etc. | 
—over the wound and press firmly with your 
hand or both hands. If you haven't a pad or 
bandage, close the wound with your hand or 
fingers. 

e Apply pressure directly over the wound. 


e Hold the pad firmly in place with a strong 
bandage—neckties, cloth strips, etc. 


e Raise the bleeding part higher than the rest of 
the body unless bones are broken. 


* Keep the victim lying down. 
e Call a physician. 


DON’T 


* Never use a tourniquet to control bleeding ex- 
cept for an amputated, mangled, or crushed 
arm or leg. 


MAINTAIN BREATHING 


There is need for help in breathing when breath- 
ing movements stop or lips, tongue, and finger- < 
nails become blue, When in doubt, begin artificial 
respiration. No harm can result from its use and 
delay may cost the victim his life. 


ARTIFICIAL RESPIRATION: 
DO 


e Start immediately. Seconds count. 
* Check mouth and throat for obstructions. 


e Place victim in position and begin artificial 
respiration. 


* Maintain steady rhythm of 15 breaths per minute. 


* Remain in position, After the victim revives, be 
ready to resume artificial respirationifnecessary. 


e Call a physician. 
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Maintain breathing © Prevent further injury ¢ Prevent shock ¢ Send for a physician 


DON’T 


* Do not move the victim unless absolutely nec- 
essary to remove from danger. 

» Do not wait or look for help. 

+ Do not stop to loosen clothing or warm the 
victim. 

e Do not give up. 


MOUTH-TO- MOUTH BREATHING 
FOR INFANTS AND SMALL CHILDREN 


e Put child in a face-up position. 

* Tilt child’s head backward. 

* Lift child’s lower jaw with fingers of both hands 
so that it “juts out.” 

e Keep child in this position so that the tongue will 
not fall back to block the air passage. 

e Take a deep breath and place your mouth over 
the child's MOUTH AND NOSE. 

* Blow your breath gently into the child's mouth 
and nose until you see the chest rise and you 
feel the lungs expand. The air you blow into the 
child’s lungs has enough oxygen to save his life. 

* Remove your mouth and let the child exhale. 

* As soon as you hear the child breathe out, re- 
place your mouth over his mouth and nose and 
repeat procedure. 

* Avoid introducing an excessive amount of air into 
the lungs of infants and small children. 

REPEAT 15 TIMES PER MINUTE. 

e When possible, place your hand over the child's 
stomach, Use moderate pressure to keep the 
stomach from becoming inflated. 


MOUTH-TO-MOUTH BREATHING 
FOR ADULTS 


* Place victim on his back, face up. 

* Place one of your hands behind his neck and the 
other on his forehead, then lift the neck so that 
his head tilts backward. 

* Maintain the head in this position so that the 


BEHO 


tongue does not fall back to block the air pass- 
age. 

e Take a deep breath and place your mouth over 
the victim's nose or mouth, making a leak- 
proof seal. Pinch nostrils. See illustration. 

e Blow your breath into the victim's mouth or 
nose until you see the chest rise. The air you 
blow into the victim’s lungs has enough oxygen 
to save his life. 

Remove your mouth and let the victim exhale 
while you take another deep breath. 

e As soon as you hear the victim breathe out, re- 
place your mouth over his mouth or nose and 
repeat procedure. 

REPEAT 15 TIMES PER MINUTE. 


Mouth-to-Nose Breathing: Make leak- 
proof seal by holding the victim's lips closed 
with your thumb. Be sure your lips do not 
close the victim’s nostrils. 


Mouth-to-Mouth Breathing: Seal your 
lips around the victim's mouth. Pinch his 
nostrils closed with your thumb and finger. 


MANUAL METHOD 
OF ARTIFICIAL RESPIRATION 


The manual method of artificial respiration 
should be used if for any reason the mouth-to- 
mouth method cannot be used. 


e Place victim in a face-up position. 

e Place something under victim's shoulders to 
raise them and allow the head to drop backward. 

e Kneel above victim’s head, facing the victim. 

e Grasp victim's arms at the wrists, crossing and 
pressing victim’s wrists against the lower chest. 

Immediately pull arms upward, outward, and 
backward as far as possible. 

REPEAT 15 TIMES PER MINUTE 

e If a second rescuer is present, he should hold 
the victim's head so that it tilts backward and 
the jaw juts forward. 
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FOREWORD 
St ein SO E a SE E 

THIS HEALTH GUIDE is the product of the combined knowledge 
and experience of many doctors and allied scientists. It is a logical 
outgrowth of the purpose of physicians, expressed through their 
membership in the American Medical Association, to serve their 
patients in every possible way. 

Doctors have always been teachers—that is the original mean- 
ing of the title “doctor.” Throughout the long history of medicine, 
from Aesculapius to modern Osler, the great physicians have also 
been teachers. 

True to this tradition, the American Medical Association has 
devoted much of its energy since its establishment in 1847 to the 
cause of education—first the education of medical students, and 
more recently the education of the public toward a better under- 
standing of what modern medicine offers for better health and 
longer life. 

This is not a “doctor” book in the old-fashioned sense, nor an 
encyclopedia. It is an effort to select, from the enormous mass of 
information about health, topics which will be most helpful to the 
family in making the best and most economical use of the sources 
of health information, preventive medical services, treatment of 
illness, and adequate meeting of emergencies. 

The American Medical Association, on behalf of its more than 
200,000 members, hopes that this book will be helpful to you. 


F. J. L. BLASINGAME, M. D. 


Executive Vice President 


FOREWORD TO 
REVISED EDITION 


TODAY’S HEALTH GUIDE has been completely reviewed, in prep- 
aration for this revised printing, by a large group of competent 
consultants who have helped to make this edition an up-to-date 
guide to healthful living. 

Like the previous edition, this is a guide to sound living prac- 
tices and a volume of general information about health mainte- 
nance and disease prevention. It is not a compendium of home 
remedies and do-it-yourself medicine which characterized some 
“doctor books” of an earlier period. 

Health is a complex and rapidly changing field with many vari- 
ables in terms of individual circumstances and needs. Accordingly, 
some professional differences of opinion on certain issues are to be 
expected. However, TODAY’S HEALTH GUIDE has been pre- 
pared by physicians and other scientists highly qualified in their 
fields and has been reviewed by other authorities to achieve opti- 
mum scientific accuracy. 

The scope of health is so great that it is usually necessary to be 
selective with respect to topics included in volumes on the subject. 
If a topic of special interest is not covered or is treated only briefly, 
additional information may be obtained by writing to the Depart- 
ment of Health Education of the American Medical Association at 
535 North Dearborn Street, Chicago 60610. 


F. J. L. BLASINGAME, M.D. 


Executive Vice President 
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PART I 


The Home 
As a Health Center 


THE HOME is the center of the 
family’s health for anumber of 
reasons. It is a place where the 
same people constantly 
congregate and where these 
people and their living practices 
may be handled as a unit. Home is 
also the place where the 
individuals in the family react 
upon one another, so that the 
actions of one necessarily 
influence all. It is or should be a 
place of rest, comfort, love, and 
refuge. Itis the family’s castle. 
But home is more than a place. 

It isa concept and an ideal, where 
love and loyalty rule. 


THE HOME AS A HEALTH CENTER 


AS FAR BACK as historical records go, the 
home and the family have constituted the cen- 
ter of human living. Homes have existed alone 
or have been grouped together in villages or 
cities. Patterns of community organization have 
varied, but the home has been essentially the 
same throughout the centuries. 

In modern times, importance of the commu- 
nity has been emphasized above that of the 
home. Many observers regard this attitude to 
be contrary to the welfare of the individual, of 
the community, and ultimately of the nation. 
Strong communities and strong nations have 
always been based on strong homes. It is for 
that reason that this book about healthful pat- 
terns of living at home is directed to the home- 
maker and to the members of the family. 

The home is usually centered in some form 
of dwelling. Historically, this may once have 
been a cave or a tent. During an important por- 
tion of American history the home was often 
the covered wagon. It may still be a shack, a 
modest house, an apartment, a mansion, or in 
these days, a trailer or a boat. Regardless of 
where or what the home is as a dwelling, it 
Serves as a shelter and a center for all the ac- 
tivities of the family group. It should therefore 
be a safe, convenient, comfortable, livable 
place, and we shall have more to say about that. 

As a natural convenience the family eats to- 
gether. For this reason the home becomes the 
center for nutrition, either good or bad. In 
many homes, the main meal of the day is the 
only one shared by all. It can be the occasion 
for mutual planning. 

Because of the reactions within the family 
group upon the various members, the home in- 
fluences personalities. It also affects manners 
and interrelationships. A wholesome home in- 
fluence is a help to its individual members; the 
reverse is a detriment. 


Persons of exceptionally strong individual 
character can overcome disadvantages due to 
inadequate homes, but often they do so with 
difficulty. They would have been better off 
under a better environment. Conversely, even 
the best home may fail to turn out individuals 
with good character and personality and good 
health. Despite these individual deviations, it 
is generally true that a happy home and family 
life favor the development of efficient, healthy, 
well-integrated individuals and lack of these 
advantages works in the opposite direction. Sta- 
tistics bear this out—married persons tend to 
live longer than do the single, widowed, or di- 
vorced persons. 

In this book we are concerned primarily with 
the influence of the home upon health. If we 
follow the American Medical Association’s 
idea of “Seven Paths to Fitness,” we can readily 
see that the home is important in reaching all 
these goals. These seven paths are: Good med- 
ical care; adequate nutrition; good dental care; 
satisfactory working conditions; a sensible ac- 
tivity program; rest, relaxation, and recreation; 
and good emotional adjustment. 

Health is probably the most personal factor 
in human living. It is therefore extremely im- 
portant that the home shall contribute to keep- 
ing the family members healthy. The primary 
responsibility for health maintenance must 
therefore be centered in the home. The home is 
also regarded as the necessary center for many 
other phases of living, and there are many who 
believe that the integrity and the capability of 
the home are essential to the maintenance of a 
free and independent society and the way of life 
which we Americans cherish. 

The individual should look to the home first 
for health. The home may need help from out- 
side its own resources, and therefore the family 
group has a right and an obligation to look to 
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the community for such health safeguards as 
cannot be provided by the home unaided, such 
as a safe water supply and sewage disposal. The 
organization of modern American life and its 
increasing urbanization have made the home 
more dependent upon the community than was 
formerly the case, and perhaps have encour- 
aged a tendency to make it too dependent. 

The pioncer home in the wilderness had to 
provide every necessity for living. Until re- 
cently the same was true to a great extent of 
most rural homes, Today, the pioneer home is 
practically a thing of the past, and the rural 
home is greatly changed. Today's city home is 
different from what it was only a few years ago. 
An increase in the number of apartments and 
the increasing mobility of our population also 
affect the home. Nevertheless, in spite of all 
the influences which seem to be leading in- 
dividuals away from the home, we still must 
regard the home as the necessary center and 
basis for a good pattern of living. And this is 
particularly true in regard to health. 


Community Health Services 


The modern community has grown much 
more sensitive to health needs within the past 
few decades. Community helps now abound, 
but no matter how available, they are of little 
use unless their existence is known to the home- 
maker and unless the homemaker knows how 
to make the necessary contacts and how to use 
these facilities to the best possible advantage. 

In general, community health service facil- 
ities cover such things as water purification, 
sewage disposal, control of air pollution, es- 
timation of radidactive fallout, pollen distribu- 
tion count, reduction of needless noise, inspec- 
tion and control of food production, handling 
and disposal of garbage and wastes, and pest 
control. Included also are health education and 
educational leadership in attacks upon medical 
quackery, in the health of infants and children, 
the diseases of advancing age, and the leading 
causes of death: principally heart disease, can- 
cer, hardening of the arteries, diabetes, arth- 
ritis, and stroke. 

It is not the community’s role to provide 
medical, dental, or hospital care free of charge, 
except to the needy who cannot meet this re- 
sponsibility themselves. Community resources 
are of two kinds, governmental and voluntary. 

Governmental services, supported out of tax- 
ation, are defined by legislative enactments, 
and administered by elected or appointed pub- 
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lic officials. Some of these resources are at the 
local level and are usually available in cities, 
towns, and counties, or through the state capi- 
tal. Others are at the federal level, available ci- 
ther in Washington or at regional offices in the 
larger cities. Through these governmental re- 
sources liaison is made for international health 
arrangements, such as quarantine and the ex- 
change of information about communicable 
diseases and public health experiences, and to 
some extent direct international control of the 
diseases which threaten the welfare of civiliza- 
tion and of the human race. 

Many problems exist which have not been 
attacked, or at least not successfully attacked, 
through governmental channels. The United 
States is almost alone among the nations in hav- 
ing a highly developed system of voluntary 
health agencies. A voluntary health agency is 
a group that may include physicians or laymen 
and usually includes both. It is organized with 
or without government cooperation by individ- 
uals having a vital interest in a particular health 
problem. This interest is professional in the 
case of physicians, nurses, and related groups, 
and personal from the standpoint of patients 
and non-medical participants. 

These voluntary health organizations are 
supported by various means, such as the sale of 
stamps or seals, by memberships, by sale of 
their publications, by “drives” such as the 
March of Dimes or similar devices, and by per- 
sonal solicitation through the mail or house-to- 
house visitation. They also receive grants-in- 
aid, gifts, trust funds, and bequests. Much of 
their support comes from philanthropic foun- 
dations established by wealthy and public- 
spirited citizens. Most of these agencies are 
organized on a basis of local chapters, state 
organizations, and a national office. The ad- 
dresses of the various voluntary health agencies 
can usually be ascertained through the local 


health department or through the local chapter 


of any one of them, since they are all well- 
known to each other and cooperate closely 
through membership in a National Health 
Council, which has its offices in New York. 
Other sources of help for the home in its 
quest for health include universities, colleges 
and local school systems. Reliable information 
is available from some commercial sources, 
especially the insurance industry and industrial 
associations of a non-profit character. Com- 
mercial salesmanship may involve exaggerated 
claims for products and services so such 
sources should be checked for reliability 
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through educational, public health and profes- 
sional agencies mentioned above. 


Importance of Family Doctor 


The most important step which the home- 
maker can take toward safeguarding the health 
of the family is to have a continuing and 
friendly contact with a family physician and a 
family dentist. These professional persons 
should be consulted regularly while one is 
healthy in order to forestall disease. It is much 
cheaper—and more pleasant—to prevent than 
to treat and cure. In addition, some preventable 
diseases are not curable if they are permitted to 
develop too far, and some are not curable at all. 
The details of developing good relationships 
between the family and its physician or dentist 
will be elaborated in a later chapter. Here the 
point is emphasized because there is nothing 
more important. The family physician or den- 
tist can be and should be a guide and a judge 
whenever health matters arise about which 
there is any doubt. 

Another important factor in keeping the 
home and its members healthy is the making 
of a definite place in the family budget for all 
necessary costs of living, including health care. 
Some families budget in a very formal manner; 
others informally; too many fail to budget at 
all. It is the latter group that usually has trouble 
paying its bills. Benjamin Franklin said that 
any man can save no matter what he makes, by 
spending just a little less. Under some modern 
conditions this may be difficult to do, but de- 
spite the exceptions the principle is sound. 

If there is anything certain in life besides 
death and taxes, it is illness. Since life has been 
so greatly extended, many persons now fear 
disability as much as they do death, or even 
more. Practically no one as an individual, and 
certainly no family, ever totally escapes illness. 
The severity of illnesses, their frequency, and 
their duration vary widely, and some families 
are much more fortunate than others. 

While illness is practically certain, the time 
of its arrival is indefinite and unpredictable; so 
are its severity and its duration, Later on in 
this book you will find a full discussion devoted 
to budgeting for health, including the means 
for paying the costs of minor illnesses out of 
income and providing for the more serious or 
even catastrophic illnesses through appropriate 
forms such as savings, reserves, investments, 
and health insurance. Every family owes it to 
all its members to budget for the maintenance 
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of health and for the cost of illness. 


Parental Responsibility 


Despite the passing of the old-time auto- 
cratic “head of the house,” the fact remains 
that parents must still exercise leadership in 
the home. This is true in all phases of living, but 
it is particularly true with regard to health. 
Whether it be nutrition, care of the teeth, 
proper cleanliness, the procurement of immu- 
nizations, adequate convalescence after illness, 
promptness in procuring medical care, or any 
of the other important factors in maintaining 
good health and developing sound personal- 
ities, the responsibility rests upon the parents. 

When the children are small they are inca- 
pable of assuming these responsibilities. As 
they grow up, they are unlikely to assume them 
unless they have witnessed a good parental ex- 
ample. It is important therefore that home- 
makers should be well oriented in leadership, 
guidance, and influence as they pertain to 
health. Such orientation is the purpose of this 
health guide. 

Health is generally regarded as an asset. 
There have indeed been slogans which have 
emphasized this, often inaccurately. It is not 
true as sometimes claimed that “health is 
wealth.” There are many healthy people who 
are not wealthy and many wealthy persons who 
are not healthy. Another slogan is to the effect 
that life is not worth living without good health. 
Certainly it is true that good health contributes 
greatly to the joy of living and should be pre- 
served and cherished. At the same time there 
are many handicapped persons who have been 
able to make a good life for themselves and 
to set a notable example to their fellow human 
beings by the courageous way in which they 
have faced and conquered disability, disease, 
and suffering. Obviously it is foolish to sacrifice 
health needlessly. It is just as unwise to lie 
down and'give up when your health is impaired. 
The modern attitude toward the handicapped 
is to observe not what they can no longer ac- 
complish, but what they are still able to do. A 
sensible attitude toward health therefore is that 
it is an asset which should be presërved, but 
that all is not necessarily lost when health is 
impaired. 

This is not a “doctor book” in the old- 
fashioned sense. When large areas of this coun- 
try were undeveloped and many persons lived 
removed from community facilities, the house- 
hold doctor book was a useful item, indeed a 
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necessity. The state of medical knowledge has 
advanced more in the past hundred years than 
in all the rest of recorded history and thus 
many of the time-honored home remedies have 
become outmoded and should be replaced by 
more modern methods. All this new knowl- 
edge has added to the complexities and techni- 
calities of modern medicine and has influenced 
home care of the sick in a similar manner. Also, 
the development of rapid transportation and 
advanced communication by telephone and 
other media has brought people closer together 
in point of time. For all these reasons the old- 
fashioned doctor book is no longer necessary 
and in many ways the home is better off with- 
out it. 

When we speak of the inability of the non- 
medical person to make a diagnosis and to pro- 
vide treatment for an illness, we do not in any 
way intend to reflect upon his intelligence. It 
is not a matter of intelligence but of education 
and experience. Many diseases are deceptively 
similar, and symptoms can be gravely mislead- 
ing. A diagnosis involves not only the observa- 
tion of a symptom or what doctors often call 
the principal complaint, but getting medical 
history from the patient. Such questions may 
not appear to be leading to immediate relief of 
the chief complaint, but they serve an impor- 
tant purpose. Often they give the first inkling 
of what may be the underlying cause for the 
principal symptom. 

After a good history has been taken, an ade- 
quate physical examination must be made. Fre- 
quently the direction and the extent of this 
examination are guided by the information de- 
rived from the health history. 

Next comes the appropriate use of labora- 
tory tests. Most are relatively new and they are 
frequently regarded as much more infallible 
than they really are. These tests have tended to 
overshadow other phases of medical diagnosis 
in the mind of the patient. Actually, the test is 
merely a confirmation and an accessory to a 
diagnosis which the doctor has already made. 
There are so many tests that if the doctor were 
to order all of them, both the patient and his 
pocketbook would be exhausted. The doctor 
must at least have a tentative diagnosis in order 
to know which confirmatory tests are needed. 

When all this procedure has been accom- 
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plished, the doctor must then sum up the points 
that he has derived from the history, the ex- 
amination, the laboratory tests, and perhaps 
most important of all, he must put together and 
summarize all available facts pertaining to the 
patient. Sir William Osler, perhaps the most 
famous of all modern physicians, observed that 
it is much less important what disease the pa- 
tient has than what kind of a patient has the 
disease. This observation is the basis of success- 
ful medical treatment. The doctor treats the pa- 
tient not the disease. 

The homemaker, no matter how intelligent 
or how highly educated in the arts and crafts, 
in other professions, or in other branches of 
science, is unable to bring modern medical pro- 
cedures into the home by possessing and read- 
ing a book. She is lacking in experience, es- 
pecially in the observation of patients, which 
helps the doctor develop that sixth sense which 
he needs to aid his other five senses. The home- 
maker also lacks the wide background of tech- 
nical knowledge which is required to interpret 
so “simple” a thing as a headache, a feeling of 
numbness, a pain, an itch, a weakness, or a 
trembling. 


Hippocrates, the father of medicine, 400 
years before Christ made the statement that 
“time is short, the art long, the occasion instant, 
decision difficult.” This is the problem that 
faces the physician. This is why no “doctor 
book” can take the place of the doctor. It is our 
hope, however, that while we cannot put a sub- 
stitute for your physician into your home, we 
can help you to understand and appreciate 
healthful patterns of living. 


Aside from the many things which the home- 
maker cannot do and for which she must rely 
upon professional assistance, there are innu- 
merable things which the homemaker can do. 
Beginning with the location of the home, its 
design, its maintenance, and its safety and pro- 
ceeding on to the numerous other phases of 
healthful living, the homemaker can create an 
atmosphere, a “climate,” in which health will 
be favored, disease discouraged, life prolonged, 
and above all enriched. 

It is this prolongation and enrichment of life 
for which this book is intended. We hope that 
you will find it useful. 
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CHAPTER ONE 


HEALTH FACTORS IN THE HOME 


AMERICANS LIVE in everything from house- 
boats to tree houses and from shanties to man- 
sions. Some cherish the isolation of the desert 
hut or the mountain cabin while others love 
their cliffhouse apartments in the city. Rural, 
suburban, and urban living all have their advo- 
cates by the scores of millions. 

If Ben Franklin were living today, he might 
well urge “costly thy house as thy purse can 
buy.” This is merely to say that a good home is 
worth what it costs. What you can afford to 
spend, you should spend; for the good home 
pays dividends far beyond its value in shelter. 
The enjoyment of family and community liv- 
ing, the pleasures of gracious entertaining, and 
sheer physical comfort are but a few examples 
of the benefits to be gained from life in a supe- 
rior dwelling. 

While no two homes are alike, all good 
homes share certain common characteristics. 
Your home may have them all and you may 
still seek a better dwelling. If on the other hand 
your home lacks some of these features, per- 
haps you can add them. 


For the Sake of Comfort 


Nearly all homes protect their tenants’ lives 
by sheltering them from bitter cold or blazing 
heat. The good home goes a step further by 
providing comfort as well as protection. Thus 
does man strive to alter his environment rather 
than to adapt to it. 

The ideal house can be readily warmed in 
winter and kept reasonably cool in summer. 

Indoor temperatures in winter should be 
fairly steady, around 70° for active, healthy 
people (measured at knee height), higher for 
people at rest and for the infirm, and lower for 
sleeping. Winter comfort within a home is de- 
termined mostly by air and wall temperatures. 
(Humidity and air circulation are somewhat 
less important factors.) 

Air temperature can be controlled only by 


heating devices—fireplaces, stoves, or fur- 
nace—and by ventilation. Wall temperatures 
result from outdoor temperatures and from the 
wall’s construction. Everyone ‘knows that it 
feels cooler in front of a window than next to an 
insulated wall. In front of the window we lose 
our own body heat faster and thus tend to chill 
more readily. Too rapid loss of body heat 
makes us uncomfortable. 

Temperatures within the home normally 
vary more in summer than in winter. In sum- 
mer, humidity and air circulation are the most 
important factors in body comfort because low 
humidity and moving air help us to lose body 
heat. Summertime discomfort stems from too 
little loss of body heat. 

Insulation tends to make the home more 
comfortable the year around and helps cut win- 
ter heating costs. Thermostats likewise make 
for comfort by helping to maintain uniform 
temperatures. 

Cross-ventilation is a must for summertime 
comfort. Air conditioning remains beyond the 
reach of a great many people, comfortable 
though it is. Air delivered by the fans of air 
conditioners is actually purer than “fresh” out- 
door air, because it is filtered or washed. 

Air free from dust and unpleasant odors 1s 
much to be sought. Fumes, gases, and vapors 
such as carbon monoxide, artificial, and natural 
gas are dangerous or even deadly. 

Within the home, the most common sources 
of unpleasant odors are the human body and 
cooking. Both can be kept to a minimum by 
the reasonable practice of personal cleanliness 
and by adequate ventilation, During the sum- 
mertime odors can enter from the outside from 
improperly stored garbage and rubbish and 
from animal droppings on the premises. 

In winter enough ventilation is secured— 
even in well constructed homes—from air leak- 
age through porous walls and ceilings and 
around doors and windows. Just as we may 
safely occupy a home in daytime in winter with 
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windows closed, so is it healthful to sleep at 
night with closed windows. In the winter air 
does not need to be cold to be fresh. On the 
other hand, night air differs in no way from 
daytime air. Those who like to sleep in a cold 
room with windows open are free to do so, but 
should recognize that it is a matter of individ- 
ual preference and not a question of health. 
Cold air advocates should also remember they 
are running up their heating costs. 

In summer, with windows and doors nor- 
mally open, fresh air has free play. Here the 
rural dweller is best off, the suburban resident 
is a close second, and the urbanite a poor third. 
Fumes, odors, soot, and grime are the lot of the 
latter the year around, and usually are worst 
near the center of a city and in areas of heavy 
industrial activity. 


Proper Lighting 


At the latitude of Washington, D.C., win- 
dow glass area in a good home should equal 
about 15 per cent of its floor area. In general, 
more glass is needed farther north and some- 
what less will do farther south. 

Every occupied room, bathrooms included, 
should have at least one window providing the 
greatest possible illumination and this, insofar 
as possible, without glare or shadow. Glare is 
controllable by drapes and shades, of which the 
venetian blind is probably the best for this pur- 
pose. Rooms that are shaded by trees, tall 
buildings, or porches need proportionately 
more window space. 

Direct sunlight is often advantageous, espe- 
cially in winter and particularly for the ill or 
infirm. It is physically and psychologically 
stimulating and, if properly admitted, a re- 
markable fuel saver. 
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Even when the best natural illumination has 
been obtained, glare-free artificial lighting must 
be added. There is no substitute for electric 
lighting, generously applied, especially for 
reading, studying, sewing, and similar tasks. 
Whether you use incandescent or fluorescent 
lighting is a matter of choice; fluorescent is 
more economical. 

Noise takes its toll in tension, frayed nerves, 
and short tempers. Here again the rural and 
suburban dwellers are apt to have the better of 
it. Their urban cousins would do well for their 
health to block out screeching factory whistles, 
sirens, raucous traffic, and related sounds as 
much as possible. Air conditioning in city 
apartments is as useful for keeping noise out as 
for bringing cool fresh air in. 

In a house with children, space is as much a 
matter of comfort as of health. A rainy day 
in crowded quarters can become as nerve- 
wracking for the children as for their mother. 

Play areas should also include outdoor space 
as well as room inside the home. If the home is 
on a farm or a ranch there is obviously room 
for all, In towns or cities, small yards may be 
compensated for by adequate nearby parks, es- 
pecially if they are well equipped. Such facili- 
ties must be considered among the rights, as 
well as the delights, of childhood. 


For the Sake of Mental Health 


The human spirit being what it is, people 
need both privacy and generous portions of 
companionship. Too much solitude requires re- 
lief through the company of others. Too much 
of the world’s noise and tension, plus normal 
bits of family bickering, entitle parent and child 
alike to the release and relaxation that privacy 
alone can provide. 
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HEALTH AND YOUR FAMILY 


In the interest of privacy “a room of my 
own” is ideal. A room shared with but one 
other person is next best, of course. Except for 
married couples and young children, rooms 
should be shared only by persons of the same 
sex. Separation of sexes should occur by age 
eight or by age ten at the latest. For sleeping, 
young children should be separated from their 
parents early, and certainly by the age of two. 

Toilets, bathrooms, and bedrooms should be 
directly accessible without the need to pass 
through other bedrooms. 

Normal family life provides those social con- 
tacts expected in the home and in the commu- 
nity. People cannot be mentally healthy with- 
out them. Even prisons no longer isolate felons 
except in emergencies. 

A suitable dwelling should have a living 
room or family room, one or more gathering 
places, plus kitchen, dining room or area, and 
whatever bedrooms and bathrooms the family 
may need and can afford. The need for com- 
panionship as well as for privacy, as moods 
change from time to time, can thus be satisfied 
to help keep the family happy. 

Some modern apartment structures provide 
much in the way of building-wide services that 
are usually expected in the average home. In 
addition to heat, there may be laundry rooms, 
recreation or “family” rooms for giving parties, 
even nurseries, workshops, and spare bedrooms 
that families may rent when they have guests. 

Some families may occupy one dwelling for 
a lifetime, enduring a measure of crowding as 
the family increases in size and later enjoying 
perhaps too much space as children leave 
home. Others move to larger or smaller houses 
or apartments according to the space they need. 
Each method has points in its favor. The first 
accepts a bit of crowding at times in return for 
community stature and stability. The second 
more nearly assures enough space at all times. 


It goes without saying that the good home, in 
addition to providing space for its young chil- 
dren, must afford opportunity for youth to 
meet persons of the opposite sex under whole- 
some circumstances. 

Some opportunity shades over into commu- 
nity responsibility also. Recreational facilities 
and libraries plus the usual marks of our cul- 
ture—the shopping district, the church, and the 
school—all should be reasonably close at hand. 
And, though commuting is the lot of many, it is 
desirable that the bread-winner’s job should not 
be too far away. 


Cleanliness and Orderliness 


The mentally healthy, well-adjusted person 
can abide extremes of cleanliness and tidiness 
for short periods and can put up with disorder 
and disarray when necessary, But most persons 
prefer to live in a state between these extremes. 

The good home will have facilities to ease 
the fatigue of the housewife’s 60 hour week. 
Direct and easy access to storage, cooking, 
dishwashing, laundering, ironing, garbage and 
refuse disposal are a few examples from among 
dozens of regular tasks. It is unreasonable to 
have to carry supplies up and refuse down 
three to seven floors, as it is necessary in some 
older apartments. 

Circulation within the home, the ability to 
move with ease and purpose, is of primary 1m- 
portance to the whole family. Such things as 
narrow doors or halls, crooks and turns and un- 
expected step-downs reduce the home’s live- 
ability. 

Cleanliness demands water, in plenty, at the 
right places, much of it hot, and under proper 
pressure. Water so supplied makes the home a 
different world from one where water must be 
carried and heated on a stove. Plenty of water 
inevitably means cleaner people in a cleaner 
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home. No harm can come from getting dirty, 
either in honest labor or zestful play. Staying 
dirty is quite another matter. Oddly, to be al- 
ways filthy or always spotlessly clean marks 
one as being abnormal, perhaps emotionally 
disturbed, (See Part V, Chapter One.) 

The appeal of beauty is so universal that the 
good home will exhibit many attempts to create 
the beautiful. What succeeds in one home may 
fail in another, but the attempt will usually be 
made and should be encouraged. Success and 
satisfaction along these lines are emotionally 
stimulating and uplifting. Beauty for the sake 
of beauty needs no justification. 

In like manner, a home marked by lack of 
beauty, poorly maintained and not in keeping 
with those around it, is an ever-present cause of 
feelings of inferiority and of emotional stress, 
particularly in children. While we generally de- 
plore the tendency to keep up with the Joneses, 
we should not be too remarkably unlike them. 


The Control of Contagious Diseases 


Though contagious and infectious diseases 
no longer play the major role they once did in 
American life, their combined toll is still signif- 
icant. The kind of homes people live in, their 
size, design, and quality have a great deal to 
do with the amount of illness caused by com- 
municable disease. 

No house can be built that will entirely pre- 
vent contagious diseases among the occupants, 
but it goes without saying that well built homes 
give better protection than do jerry-built huts. 


Safe Water and Proper Sewage Disposal 


Enough good, safe water is a priceless heri- 
tage for a nation and a treasure in any home. 
Ideally it will be under pressure, as in a munici- 
pal supply, or through an automatic pump 
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arrangement. It must not be subject to con- 
tamination by disposal of waste materials. 
Hopefully it will be free of objectionable tastes, 
odors, and chemicals. 

With the nation becoming more and more 
densely populated, pure water—safe for do- 
mestic use—is becoming harder and harder to 
find. It is necessary, therefore, to protect, inso- 
far as possible, all water supplies, whether for 
the giant city or for the single rural or suburban 
dwelling. 

The greatest threat to a good water supply is 
raw, untreated sewage. In many areas of the 
country industrial wastes run a close second as 
a threat. Again, this is true whether speaking 
of a large city or an isolated home. 

Sewage and industrial wastes therefore 
should be carefully collected and treated before 
being discharged into our waterways. Water, in 
turn, should be given adequate treatment be- 
fore being used for domestic purposes. The 
drinking of water of unknown quality is a clear 
and present danger, an open invitation to attack 
by any of a number of serious diseases. 

Fortunately, mankind has been able to 
devise methods of treating sewage and indus- 
trial wastes successfully. Also, it is completely 
feasible to use and reuse treated water as it 
passes to the sea. Some cities and some homes, 
drawing their water from safe deep wells, are 
spared some of the tremendous expense of 
treating it to bring it up to drinking water stan- 
dards. Even good water should be chlorinated 
to assure safety. 

All domestic water supplies, whether public 
or private, should be tested periodically for pu- 
rity. Every consumer is entitled to know there 
is no risk of contamination. 

In spite of the tremendous knowledge built 
up in this field there is much water of question- 
able quality in daily use in this country. The 
old-time pit privy has not disappeared from the 
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face of the land. Such practice contaminates the 
ground water and the wells in some rural areas, 
Subdivisions in rapidly-growing areas outside 
city or village boundaries are sometimes pro- 
vided only with septic tanks instead of sewer 
systems. Sooner or later this is likely to cause 
trouble and expense. 

Just as water must be protected before it is 
brought into a home and as sewage must be 
properly handled as it leaves, so must care be 
exercised within the home. This involves 
having correctly installed, leak-proof plumb- 
ing, with no possible cross-connection between 
water pipes and sewer lines. The possibility of 
such an occurrence seems beyond belief, but 
cross-connections do occur with distressing fre- 
quency, and have been responsible for many 
outbreaks of water-borne disease. 


Protection Against Vermin 


Man’s most health-endangering enemies 
around the home are rats, flies, and mosquitoes. 
Other vermin, such as roaches, may not be im- 
plicated in the spread of disease, but should be 
eliminated for general health reasons. All can 
under given circumstances cause disease, so 
that necessary measures to keep them out, or to 
destroy them, are implicit in the good home. 
Sound construction and screening are the prin- 
ciple weapons. Rats and flies are attracted pri- 
marily by food. Thus, you can generally keep 
them away by storing all garbage and rubbish 
in containers that are fly-tight and rodent-proof. 

Pets and fleas go together like macaroni and 
cheese. Lice cannot always be avoided, partic- 
ularly head lice encountered at school. Some 
ticks are to be expected, particularly by per- 
sons who love forest and field. 

Feces from large pets such as dogs, depos- 
ited on the dwelling premises, are frequently 
causes of odor and fly infestation, During the 
summer months, such conditions account for 
the majority of citizens’ complaints reaching 
health departments. Such nuisances are an 
abuse of neighborliness as well as a menace to 
health and an affront to decency. Complaints to 
public authority are usually a last resort and 
are seldom effective. The real solution is neigh- 
borly observance of the Golden Rule. 

All vermin are to be combatted on general 
principles, whether they are of disease- 
producing or merely nuisance varieties. Reli- 
able poisons exist to rid the home if they are 
applied successfully at the time of invasion. 
These poisons must be properly used. 
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HEALTH FACTORS IN THE HOME 
Food Protection 


American industry, on the whole, provides 
us fresh foods and milk beyond compare. Most 
of it requires good refrigeration to keep it so. 
Every home should be able to keep foods at 
50° or lower. Failure to do so is to invite 
trouble from any of a number of disease- 
producing agents. 

Removing food from the refrigerator, using 
part of it, and allowing the remainder to stand 
and grow warm, is a particularly bad habit to 
acquire. Unused portions should be returned 
promptly so they will stay cold. 


Contact Infection 


It is obvious, and experience has proved 
time and again, that crowding promotes the 
spread of certain infectious diseases. Influenza 
and the common cold are typical examples. 
While no house can be built big enough to guar- 
antee the occupants protection against contact 
diseases, overcrowded homes definitely are 
harmful in this respect. Sleeping space seems 
to be particularly important. 

Bedrooms should provide 50 or more square 
feet per person and beds should be 3 or more 
feet apart, especially in case of illnesses of a 
communicable nature. Thus, tiered bunks or 
double-deck beds are undesirable. 


For the Sake of Safety 


Home safety implies a sound structure, rea- 
sonably fire-resistant, and not likely to collapse 
under the impact of the locality’s most rigorous 
weather. In urban and suburban communities, 
building codes serve to insure these conditions. 
Rural dwellers, despite the many compensa- 


tions of rural living, probably would profit by . 


the application of some of the rules required 
under city building codes. 

Different areas of our immense nation de- 
cree different building methods. Much of Flor- 
ida long ago went to hurricane-proof housing. 
Earthquakes must be considered on the West 
Coast. Most Texas roofs, on the other hand, do 
not need the strength to withstand the weight of 
snowfall measured in feet. 

Homes have varying degrees of fire- 
resistance. Whether in the magnificent urban 
apartment housing hundreds of people, or in 
more modest domiciles, reasonable fire- 
resistance and accessible exits to be used in 
case of fire are essential. 
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Involved in fire protection also are such 
things as construction of chimneys and flues, 
furnaces, stoves, and electrical wiring. Auto- 
matic circuit breakers are coming to replace 
the older style of fuse box, but the dangers of 
the penny inserted behind the burned out fuse 
still exist, as do many other hazards created by 
carelessness or ignorance. 

We may or may not approve of the trends in 
American family living which tend to attract 
members away from the home. We still spend a 
lot of time there. In industry, despite its safety 
precautions and close supervision, we have ac- 
cidents. On the highway, in spite of the best of 
engineering, policing, and regulation, we have 
accidents. But at home we have even more ac- 
cidents than anywhere else. Perhaps we are less 
wary, our guard is down, and we are freer to do 
as we please. 

Some of the worst home booby traps are: 

poor lighting; 

stairways that are too narrow, too steep, too 
crooked; 

ewinding stairways with inadequate tread 
on the inner side of the curve and no handrail 
along the wall; 

toys, stools, chairs, or ladders out of place, 
left where the unwary may trip over them; 

elow window sills that lead to falls by care- 
less leaners, especially children; 

@bathrooms with slick floor, tub, or shower 
surfaces, and inadequate holds or grab-bars; 

eelectrical fixtures or outlets that can be 
reached while standing in water; 

®two-way swinging doors; 

esharp turns that can lead to collisions; 

ecarbon monoxide from inadequate stove, 
heater, or fireplace flues or from a leak of either 
natural or artificial fuel gas; 

burns, from an endless number of causes; 

eelectrical shocks; 

toxic vapors, as from cleaners and solvents, 
as well as insecticides improperly and too ex- 
tensively used; 

eexplosions; 

@poisonings. 

Merely to catalog the diversity and perver- 
sity of American home accidents would con- 
sume a whole volume, but the National Safety 
Council has done it and will provide informa- 
tion, aid, and advice to all who seek it. (See 
Part VII for further information on safety.) 

Safe living and maintaining good health in- 
volve the same basic principles whether one 
lives in the city or on a farm. However, there 
are problems and hazards peculiar to rural liv- 
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ing not experienced elsewhere. The proper 
handling of toxic farm chemicals such as insec- 
ticide sprays, the safe use of dangerous farm 
machines, the utilization of techniques to pre- 
vent spread of animal diseases to humans, pro- 
vision for pure water, and adequate sewage dis- 
posal for the farm home are but some of the 
many areas which should be of special concern 
to farm families. (See Part VII, Chapter Six.) 


The Rural Home 


Tf unnecessary illnesses and accidents are to 
be prevented on the farm, a thorough knowl- 
edge of the dangers and how to prevent unfor- 
tunate results is essential. Knowledge of the 
toxic potential of the many chemical products 
used in the home and on the farm is needed. 
The majority of farm chemicals are adequately 
labelled as to proper precautions in using. It is 
failure to follow instructions or not even read- 
ing the instructions which most often give rise 
to serious consequences. Proper storage of 
chemicals away from children is important. 

On the farm, petroleum products are often 
swallowed by young children. Keeping the fuel 
supply under lock and inaccessible to children 
would save many needless instances of serious 
or fatal poisonings. The use of the various pes- 
ticides about the farm is becoming increasingly 
a part of good farming techniques. Certainly 
these products should be used with the utmost 
caution including the use of the protective 
clothing when advocated by the manufacturer. 

There are said to be some 40 diseases trans- 
mitted from animal to man and vice versa in 
the United States. Many cause serious disease 
in humans. These diseases are largely prevent- 
able through good animal husbandry. 

Disease testing programs in animal herds are 
important in the eradication of diseases such as 
bovine tuberculosis and brucellosis. If milk 
produced on the farm is to be used by the farm- 
er’s family, it should be pasteurized in order to 
kill the disease germs. Certainly the veterinar- 
ian should be called upon whenever disease 
becomes apparent in an animal herd; his advice 
will protect the herd and guard in the control of 
diseases which can be transmitted to humans. 

~ Farm accidents are almost entirely prevent- 
able. Constant use of the safety mechanisms 
provided by the manufacturers of farm equip- 
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ment, keeping hands and feet away from moy- 
ing parts on a machine at all times, using trac- 
tors for their intended purpose in the farm 
operation rather than as a means of locomotion 
—oftentimes over a rough and hazardous ter- 
rain—would save many limbs and many lives. 
Long hours in operating a piece of farm equip- 
ment in the field without periods of adequate 
rest results in undue fatigue which can also be 


- responsible for farm machine accidents. 


Water used on the farm for human consump- 
tion can carry serious disease germs. Certainly 
the water supply should be tested for harmful 
ingredients, both chemical and bacterial. Your 
local health officer or your family physician will 
inform you as to where containers may be ob- 
tained and placed to collect samples of water 
for testing. This water testing service is pro- 
vided by most state departments of health. 

Proper disposal of sewage and other wastes 
is important to good health on the farm. Infor- 
mation pertaining to safe sewage disposal can 
also be obtained from your department of 
health, either local or state. Your family phy- 
sician will be able to provide you with the in- 
formation as to whom you should contact. 

Physicians, the AMA, state and local medi- 
cal societies, the various farm organizations, 
the extension services, and others, are to be 
commended for the improved health status that 
has already been achieved in rural areas. How- 
ever, new problems are constantly arising. 
Through the coordinated efforts of all who are 
interested, improved rural health can be ob- 
tained. County health departments in growing 
numbers are a source of valuable information, 
advice, and assistance in meeting health prob- 
lems in rural areas. 


A Good Home is Worth Working For 


Having touched upon some, but by no means 
all, of the things that can work for good or ill 
around our homes, it seems hardly necessary to 
urge Americans to seek always to improve their 
lot in this regard. It is an American habit to 
make it better, build it bigger, or render it more 
attractive and useful. Almost nowhere could 
this outlook on life be more profitably applied 
than in the development of our homes. If the 
labor is great, the benefits are greater—and not 
the least of these is the blessing of better health. 


CHAPTER Two 


HEALTH AND THE EXPECTANT MOTHER 


THE IMMINENT ARRIVAL of a baby in a home 
(especially the first) presages many changes in 
the home and in family life. But the first and 
most important consideration is the health of 
the mother-to-be and the unborn child. 

If the expectant mother has a family phy- 
sician, the task of choosing a doctor is rela- 
tively easy. Thousands of family physicians 
successfully care for millions of mothers and 
babies every year. Thus the family physician 
himself may well care for the mother during 
pregnancy and childbirth, and later for the 
baby. If, however, he chooses not to do so, he 
will help the family choose an obstetrician and 
pediatrician. Good medical care is available in 
either case. In the event of complications, ob- 
stetrical consultation may be necessary, but for 
the most part, childbirth is usually an uncom- 
plicated procedure. 


Prenatal Care 


The proper care of. unborn generations of 
Americans is one of the most important proj- 
ects facing our nation. It is vital that we pro- 
vide the best facilities and protection available 
for this important group of our society. 

This should begin with proper instruction in 
our schools, especially for the girls. It should be 
impossible for a girl to graduate from high 
school without having learned the fundamental 
facts about her own body and its functions, and 
about how to care for a newborn child. 

It is further important to realize that the 
child is father to the man and that the boy in his 
teens will soon be heading his own home, re- 
sponsible for the health and welfare of three or 
more people. The more he knows about the re- 
production of his species, the better off he and 
his marital partner and their offsprings will be. 

Many states require couples to have a medi- 
cal examination within 15 days before marriage 
to determine the absence of venereal infection. 
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However, a proper premarital medical exami- 
nation should cover much more. The couple 
should have a complete physical examination 
including examination of heart and lungs, and/ 
or the genital tract to see if any abnormalities 
or deformities of these organs are present. The 
blood pressure should be taken to determine if 
it is higher or lower than normal. The urine 
must be tested for albumin or other evidence of 
kidney damage, and for sugar. After such an 
examination a physician can usually give reas- 
surance that there are no abnormalities. 

If abnormalities are found, especially with 
the bride-to-be, their significance in the light of 
possible pregnancies should be frankly dis- 
cussed. The possible dangers, and how they 
should be treated, may be outlined. 

Minor abnormalities can be treated immedi- 
ately. For example, a tough or thick hymen 
may be dilated slightly or incised if it is thought 
to be necessary. Cervical polyps, if present, can 
be treated. These precautions will help to pre- 
vent needless apprehension, pain, and embar- 
rassment after marriage. 


When is Pregnancy Most Likely 


The details of the origin of human life are 
given in Chapter Five of this section which dis- 
cusses the immediate factors in pregnancy and 
childbirth. Among the first questions is, “When 
is pregnancy most likely to occur?” 

Assuming that the woman has a normal 
menstrual cycle of 28 days and that this is rea- 
sonably regular, the date of ovulation (when 
the ovum is discharged from the ovary) can be 
calculated with fair accuracy. When the cycle is 
irregular, this becomes more difficult, and the 
greater the irregularity, the less likely it is that 
the period of greatest fertility can be estimated. 

Since fertilization depends on the meeting of 
the ovum with a living sperm, the most likely 
time for fertilization to occur is at the time of 


16 


© Or, aM 
Cig ik 


EGG CELL A LEAVING OVARY B 


HEALTH AND YOUR FAMILY 


SPERM CELLS C ENTERING 
UTERUS AND FALLOPIAN TUBES D 


=a 
D as f SPERM ENTERING EGG 
Se 
>e 
EGG CELL AND SPERM FERTILIZES 
UNITE IN TUBE EGG IN TUBE 
4 * 


FERTILIZED EGG ENTERS 
UTERUS, CLINGS TO WALL 


BABY GROWS, FED BY 


ovulation. The life-span of the unfertilized hu- 
man ovum is unknown, but is perhaps less than 
24 hours. Fertilized ova require four to five 
days to progress from the end of the fallopian 
tube to the uterus. The sperm likewise lives for 
about 36 to 48 hours after being discharged 
into the vagina. The most fertile time therefore 
comes midway between the first days of two 
successive menstrual periods in a regular cycle. 
The least fertile periods are normally those 
times most remote from the central point in 
time when the ovum is discharged. Pregnan- 
cies, however, have been known to occur at all 
stages of the menstrual cycle, so there is no 
time when a pregnancy may be regarded as out 
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Knowledge of the normal fertility cycle 1$ 
useful in planning the family—when children 
are desired as well as when they are not. Fam- 
ily planning is discussed in Chapter Five. 


Signs and Symptoms of Pregnancy 


The signs and symptoms of pregnancy vary 
greatly in different women and at different 
states of pregnancy. During the early weeks 
they are vague, but become more clear in time. 

The missing of a menstrual period is prob- 
ably evidence that pregnancy exists if periods 
have previously been regular. However, some 
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women menstruate more regularly than others 
because of their physiological and psychologi- 
cal constitutions. A period may be delayed a 
week or more as a result of such simple causes 
as nervous shock, bad news, change of climate, 
or acute infections. If, however, added to this 
symptom there is a feeling of nausea on arising 
in the morning or at various times during the 
day, especially if this is associated with the 
odor of cooking, the presumption of pregnancy 
is strong. In early pregnancy, the breasts be- 
come larger and there is more tingling and 
soreness of the nipples. The pressure of the en- 
larging uterus upon the bladder may result in 
greater frequency of urination. Nervous insta- 
bility and an abnormal desire for unaccus- 
tomed foods such as sour pickles is normal. 

After the second missed period, a special 
test (Friedman) can be made using an imma- 
ture female rabbit and injecting into her vein 
10 cc. of the patient’s filtered urine. After 48 
hours the rabbit is killed, the abdomen opened, 
and the ovaries exposed. If there are certain 
changes in the rabbit’s ovaries which are char- 
acteristic of pregnancy, it can be correctly as- 
sumed in 85 per cent of cases that the woman is 
pregnant. : 

Another test using frogs as the test animal 
gives about the same percentage of correct di- 
agnoses. Thus, these tests can be depended 
upon only to supplement other findings in di- 
agnosing pregnancy. 

There is also a tablet test in which the patient 
is given hormone pills when she has missed a 
period. If she is not pregnant, she menstruates 
within two or three days. 

More recent simple tests for pregnancy are 
based on the immune reaction of the woman’s 
body to the hormones secreted by the placenta 
(afterbirth). These are detected by skin tests 
which require only a few hours, and are very 
simple to perform. Tests based on chemical es- 
timation of hormones in the urine are also in 
use and, by making an internal examination, 
the doctor can usually tell whether the uterus is 
enlarged and softened and whether the other 
local changes characteristic of pregnancy have 
taken place. 


The Months of Pregnancy 


The early diagnosis of pregnancy is of great 
importance. In the 1930’s and earlier, preg- 
nancy and childbirth accounted for 60 or more 
deaths of mothers for every 1,000 babies born 
alive. Currently this loss is only about 3 
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mothers per 10,000 babies born alive—a re- 
duction of 95 per cent. This tremendous 
improvement has made pregnancy safer— 
literally—than crossing a busy street. The 
progress is due to two principal factors: recog- 
nition that most pregnancies are normal and 
that labor should be allowed to progress with- 
out interference unless there are complica- 
tions; and the growing practice of maternal 
supervision during the entire pregnancy. 

If the expectant mother sees her doctor reg- 
ularly at the intervals which he suggests, she 
gives him an opportunity to observe her prog- 
ress, control her weight, and take prompt 
measures to correct any abnormalities which 
may appear. Through observation, examina- 
tions, urinalyses, and blood pressure readings, 
he is able to detect threatened toxemias due to 
liver or kidney failure and to watch the growth 
of the baby and its position in the uterus. The 
usual schedule of visits is once a month for the 
first seven months; thereafter at such intervals 
as the mother’s condition requires. 


Obstetrical History 


When taking the patient’s health history the 
doctor will inquire about illnesses which the 
patient has experienced involving heart, lungs, 
and abdomen, especially rheumatic heart dis- 
ease, diabetes, German measles, surgical oper- 
ations, and their dates and circumstances. He 
will wish to know about diseases in the patient's 
family and that of her husband. The menstrual 
history as regards amount, duration, regularity, 
and type of blood, and whether she has leukor- 
rheal (whites) discharge will be discussed, to- 
gether with any known pelvic abnormalities or 
disease. Previous pregnancies, if any, their 
dates, and outcome will be recorded. 


Physical Examination 


When pregnancy seems likely, a thorough 
examination is in order. Many young women 
look upon this with considerable apprehension. 
This is one of the difficult mental hazards to be 
overcome. In reality, it is a very simple and 
very necessary procedure. The doctor must 
know certain anatomical and physiological 
facts which he can obtain only by making a 
complete examination. This will determine if 
there are any physical defects which must be 
considered in connection with the management 
of the pregnancy. The heart, lungs, teeth, ner- 
vous system, kidneys, blood, and blood pres- 
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sure are investigated. Defects, if found, are re- 
corded and treatment recommended to remedy 
them before the onset of labor. 

A careful pelvic examination is made to dis- 
close if bony deformities or tumors are present 
which might obstruct the passage of a baby. 
For a patient to be examined thoroughly, she 
must remove sufficient clothing so that the doc- 
tor may have ready access to the organs being 
examined, thus saving time and permitting a 
more accurate diagnosis. The examination find- 
ings are carefully recorded on a chart, by the 
nurse, for later comparison. 

Laboratory examinations which are impor- 
tant in pregnancy are: 

1. Urine analysis which determines the abil- 
ity of the kidneys to do their work properly. 
This is very important; the patient will be asked 
to bring one or two ounces of urine to the doc- 
tor in a clean bottle each time she comes for a 
prenatal examination. Urine should be col- 
lected according to the specific directions of her 
physician. 

2, Blood count and hemoglobin estimation. 
This is especially important because many 
women are anemic before becoming pregnant 
or become anemic during pregnancy, and all 
are faced with the possibility of blood loss dur- 
ing labor and after delivery. Since this cannot 
be anticipated in most cases, it seems logical to 
estimate the amount of blood a patient has and 
how much she is apt to lose. Typing her blood 
will greatly assist the doctor. Similar blood can 
then be made available for transfusion and 
cross-matched with hers at a few minutes’ no- 
tice, if necessary. 

Blood tests are also important to determine 
the Rh factor to prevent a possible severe trans- 
fusion reaction or even injury to the unborn 
baby. The Wassermann or Kahn test is also 
done routinely. If positive, it usually means 
that the patient has syphilis, and if treatment 
can be started before the 16th week of preg- 
nancy, the baby will not be infected and the 
mother will get the benefit of immediate medi- 
cal treatment. 

3. X-ray examinations may be necessary in 
exceptional circumstances to determine the 
presence of the developing baby, and its pre- 
sentation and position. When recommended, 
such examinations are entirely safe for mother 
and baby. Deformity in the pelvic bones, tumor 
masses which might prevent normal delivery, 
and the presence of twins or triplets can also be 
determined by x-ray. 

4. Blood pressure is taken to detect any sig- 
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nificant rise above normal that might indicate a 
possible toxic condition in the mother which 
could be dangerous. 


Growth of the Fetus 


The baby begins to move within the uterus 
with sufficient vigor to be felt by the mother at 
about the 20th week, if it is her first pregnancy, 
and at about the 18th if she has previously had 
a baby. This is called “quickening” or “feeling 
of life.” At first the movement is a weak flutter, 
but later vigorous kicks are felt. Along about 
the time the fourth period has been missed or a 
few weeks earlier, the size of the abdomen be- 
comes markedly greater and continues to in- 
crease as time goes on. The stretching of the 
skin of the abdomen gives rise to streaks of a 
silvery or pink color. These never completely 
disappear after pregnancy, but the color be- 
comes silvery after a few weeks or months. 

The baby grows at a regular rate so that the 
degree of development is an index to the length 
of the ‘pregnancy. The length of the fetus in 
centimeters equals the square of the month 
of pregnancy; one month equals 1 cm., two 
months equals 4 cm., three months 9 cm. After 
the 5th month of gestation the fetus grows 5 
cm. in length every month until the 10th lunar 
month. During this period the nervous system, 
lungs, liver, kidneys, heart, and other vital or- 
gans develop and become functional so that a 
baby born after the 28th week can usually sur- 
vive if properly cared for. However, every week 
that the baby spends in the uterus until the full 
280 days have passed is so much clear gain as 
far as its strength, maturity, and ability to sur- 
vive is concerned. For this reason it is advisable 
to try to prevent the onset of premature labor 
whenever possible. 


Diet 


Except for limitation of the daily calorie in- 
take, the diet of the expectant mother does not 
differ from that of any adult who pays proper 
attention to the intake of all essential food- 
stuffs. A good general diet includes proteins, 
meat, eggs, and fish. Red meats are particularly 
important during pregnancy because they fur- 
nish hemoglobin which will be stored in the 
liver, spleen, and bone marrow, and used to 
make new blood cells and thus protect from the 
dangers of anemia due to hemorrhage if this oc- 
curs. Necessary minerals such as calcium, 
phosphorus and manganese are also supplied 
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Ten fetal and embryonic stages are shown above. Largest fetus is holding three-month embryo in his hand. 


through foods and transferred from the blood 
through the placenta to the baby. Fruits, veg- 
etables, dairy products, cereals, and some meats 
contain vitamins necessary for the health of 
both mother and child. 

Weight control is of the greatest importance 
to the pregnant woman, both during her preg- 
nancy and afterward. Excess weight puts an 
extra burden on the liver and kidneys, which al- 
ready carry an overload, It adds to her discom- 
fort, especially in the later months when the 
abdomen becomes enlarged. It increases the 
likelihood of permanent marking on her skin. 
It also impairs her figure after the baby is born. 

Most physicians limit a woman’s gain during 
pregnancy to 20 pounds. The need for careful 


control of diet under the doctor’s supervision 
cannot be emphasized too strongly. (See Part 
IV, Chapter Three for a full discussion of diet 
and nutrition. ) 


Digestive Disturbances 


Most women have some nausea with or with- 
out vomiting in the early weeks of pregnancy— 
due probably to the adjustment that has to be 
made in the function of the thyroid and other 
glands of internal secretion. Certain changes 
in their functions are important in the initiation 
and maintenance of pregnancy. Constipation 
bothers many pregnant women, but it can usu- 
ally be controlled by the eating of sufficient 
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fruits and vegetables and by the avoidance of 
a diet that seems to produce constipation. The 
doctor will suggest additional measures for 
bowel stimulation if necessary. 

Diarrhea is usually due to some indiscretion 
in the diet and should be checked promptly if 
severe because it may stimulate uterine con- 
tractions and even bring on miscarriage, espe- 
cially in the early months. For this reason all 
severe reactions of this type should be reported 
to the doctor, who may prescribe medicine or 
other measures to control it. A bland diet of 
custard, milk, and cheese is helpful. If the nau- 
sea persists the doctor will probably advise hos- 
pitalization for further study and treatment. 

“Heartburn” or sour stomach is frequently 
present in the early months. Ordinarily this 
occurs about one hour after meals and can 
usually be controlled by taking one-half tea- 
spoonful of baking soda in a glass of water or a 
few soda mint tablets. 


Exercise and Rest 


Every pregnant woman in normal health 
should take some form of exercise, Walking, 
swimming, rowing, and other comparable ac- 
tivities are advised in moderation. Diving, 
horseback riding, and other sports in which the 
hazards of blows or falls are great are best 
avoided. The amount of exercise taken depends 
on how the woman reacts to it. If she feels re- 
freshed after a rest, the exercise has been ben- 
eficial. Any spotting, bleeding, or uterine 
cramps, however, indicate she should stop 
exercise until she has consulted her doctor, 

A rest period of 20 minutes or so before 
noon will help the pregnant woman get through 
the day more comfortably. She should try to get 
eight hours of sleep at night if possible, and 
more if necessary. Fatigue is the enemy of the 
pregnant woman. 

Back pains may be caused in later pregnancy 
by loosening of the sacroiliac joints. This con- 
dition can be helped by the use of a properly 
fitted maternity corset which supports the 
joints. Dry or moist heat applied to the lower 
back on retiring is very soothing. 


Dental Hygiene 


Dental hygiene during pregnancy is particu- 
larly important. Pregnancy puts a drain on the 
body’s calcium supply, and this may cause 
tooth decay. It was formerly believed that a 
woman had to lose “a tooth for every child.” 
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An old wives’ tale obviously, but it stresses 
what can happen during pregnancy. The best 
practice is to have teeth put in order in antici- 
pation of a pregnancy. Dental work can be 
done during pregnancy, but is best done at a 
date removed from that at which menstruation 
would have been expected in the absence of 
pregnancy. 


Dress 


The most important item in a pregnant wo- 
man’s dress is her shoes, both for comfort and 
safety. These should be well fitted, with low 
heels. “Wearing out” old and delapidated shoes 
during pregnancy is not only uncomfortable 
but dangerous, since they may cause falling. 

In early pregnancy, up to the fourth month, 
one may wear ordinary clothing except for 
stockings. These should support the superficial 
veins of the legs because they tend to dilate dur- 
ing pregnancy. If veins remain dilated after 
pregnancy, varicose veins may result, which 
may require an operation for their correction. 
Good-looking supporting hose are available at 
drugstores and women’s shops. 

About the fifth month the distension of the 
abdomen by the pregnant uterus requires some 
form of girdle support. A well-fitted maternity 
corset with sacroiliac belt attachment can be 
obtained at any store handling women’s ap- 
parel. This will help to prevent or relieve low 
backache when under physical strain and will 
furnish additional protection against cold 
weather. 

It is particularly important for the pregnant 
woman to avoid chilling and to be well- 
protected against colds, sore throat, influenza, 
and other infections. Heavy underwear (pants ) 


_ and stockings and overshoes to avoid cold and 


wet feet are recommended. Round garters are 
not desirable because they impede circulation 
and cause varicosities—particularly in the later 
months of pregnancy. 


The Breasts 


Much of the later health and well-being of 
the baby may depend on the mother’s ability 
and willingness to nurse it. There is, in most 
cases, no other food which is quite as good. The 
primary reason for this is that immune sub- 
stances transmitted to the baby from the mother 
protect it from the diseases which she has had 
and recovered from. 

An additional reason for nursing the baby is 
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that many authorities believe it helps establish 
a sense of security in the baby and develops an 
emotional closeness which may help to prevent 
behavior problems as the baby grows up. Nurs- 
ing is also a help in restoring the uterus to nor- 
mal. Nursing the baby, however, is not a means 
of preventing conception, as is commonly be- 
lieved. 

During pregnancy nipples should be kept 
clean and made longer and softer by massage 
and gentle pulling using a cold cream or cocoa 
butter in the last three months to prevent inver- 
sion (turning inward). Rough handling must 
be avoided during pregnancy and while nursing 
the baby. Small breasts may undergo consider- 
able development during pregnancy; if they be- 
come tender, a well-fitting brassiere gives con- 
siderable comfort. Occasionally they leak fluid 
near the time of delivery, and it may be nec- 
essary to wear a protective pad. 


Miscarriage and Premature Labor 


Most pregnancies end ten menstrual months 
(nine calendar months or about 280 days) af- 
ter the first day of the last period or a few days 
sooner or later. If the end comes two or three 
weeks or more earlier, we speak of a premature 
labor; if two weeks to four weeks later, a post- 
mature labor. If labor occurs before the 28th 
week it is called a miscarriage, unless it occurs 
before the 20th week in which case it is termed 
an abortion. 

The symptoms of threatened abortion are 
cramps, a varying amount of bleeding, back- 
ache, and sometimes nausea, Some women 
have repeated abortions without any apparent 
cause. These may be associated with anatomi- 
cal abnormalities in the uterus. A woman with 
such a history should have special tests made 
to determine this possibility so that she may 
have special treatment and advice. The doctor 
may start preventive treatment in anticipation 
of a planned pregnancy or before any signs of 
abortion have occurred. If these symptoms ap- 
pear in a first pregnancy, the woman should go 
to bed, call the doctor, and follow his advice. If 
the bleeding is severe, it is best to call the doc- 
tor and then go to the hospital. The doctor can 
meet you there or telephone his instructions to 


_ the hospital staff, pending his own arrival. 


Many abortions may be prevented if proper 
treatment is started soon enough. 

_ Predisposing factors to abortion should be 
especially avoided by women prone to this 
complication. These include violent exercise, 
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heavy lifting, sexual intercourse, long automo- 
bile trips, overwork, excessive fatigue, painful 
dentistry, and exposure to infections. 


Toxemia 


One of the serious dangers that may develop 
during pregnancy is toxemia, medically called 
eclampsia, due to liver and kidney breakdown 
in the mother. This occurs because the addi- 
tional waste products produced by the baby 
must be neutralized and passed out through the 
mother’s kidneys. These organs may already be 
overworked because of the complex changes 
the pregnant woman undergoes and the addi- 
tional metabolism necessary to carry through a 
pregnancy. This load gets heavier towards the 
end of pregnancy; and when the kidneys and 
liver cannot compensate for the strain, symp- 
toms of an intoxication appear, such as a rise in 
blood pressure, sudden increase in weight, 
headache, and swelling of the feet and face and 
hands. If these are not relieved by treatment, 
convulsions and even death may occur. This is 
why the doctor insists on checking for these 
signs and symptoms at least once a month in 
the first six months and every two weeks or 
more often in the last three months. Women 
who have a history of kidney disease should be 
especially careful to observe symptoms and 
carefully follow out the doctor’s instructions, 
especially toward the end of pregnancy. The 
onset of this toxic condition may be quite sud- 
den in some cases. Fortunately, almost all cases 
can be handled by medical management. Ce- 
sarean section may have to be performed in 
severe Cases. 


Hospital Versus Home Delivery 


In recent years, women have increasingly 
gone to hospitals to have their babies. This is 
especially true in the cities where home condi- 
tions are such that proper privacy and facilities 
for obstetrical care may be lacking and good 
hospital facilities are fairly close. Hospitals are 
prepared to take over the management of a 
case as soon as the patient arrives. Emergency 
deliveries can be carried out safely outside the 
birthroom, if necessary. Expert help can be 
mobilized rapidly to deal with any kind of com- 
plications. Nurses are on duty to assure proper 
administration of the doctor’s orders and aides 
assist with diet, drinking water, clean linen, an 
moral support. If trouble should suddenly d 
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proper preparations so that when the doctor ar- 
rives he can devote his full time to caring for 
the mother. Safety factors involved in unex- 
pected developments are very high in hospitals 
and very low in homes. 

Home delivery does, however, have some 
advantages. There is no traveling to be done 
during labor. The nurse who cares for the pa- 
tient at home has no other patients on her mind 
and so can devote all of her time to one mother 
and baby. There is a sentimental value attached 
to the home as the birthplace of a baby. The 
baby is not in contact with other babies, and 
therefore epidemic diseases are not as com- 
mon. The choice lies largely with circum- 
stances, What facilities can be provided in the 
home and what are available at the hospital? 
The doctor can advise best in this regard, 


Home Delivery 


In some communities, especially in rural 
areas, certain agencies—including hospitals— 
have instituted a home delivery service. A 
home delivery is probably best suited to a 
mother who has had previous uncomplicated 
deliveries. A mother who is-delivering her first 
born or who has shown signs of complications 
is usually delivered in a hospital where the con- 
veniences of a modern delivery room and serv- 
ices of a full staff are readily available. 

If the doctor decides that a home delivery is 
Suitable, certain preparations made well in ad- 
vance can contribute immeasurably to a well- 
managed delivery. Many doctors provide lists 
of necessary equipment. More frequently, they 
depend on the nursing staff of the home deliv- 
ery service to initiate planning with the mother 
soon after the latter makes her first visit to the 
clinic or doctor’s office. In fact, one of the nur- 
Ses will either visit the home or request a visit- 
ing nurse to do so in order to assess the facili- 
ties of the home and to make complete plans 
for the time of delivery and for care of the 
mother and baby immediately following deliv- 
ery. The nurse in the clinic and in the home will 
not only advise on equipment but also elabo- 
rate on the doctor’s instructions relative to the 
onset of labor, dietary needs, Test, exercise, and 
the like. 

The first decision to be made is the choice of 
the room to be used. There should be enough 
space so that the bed can be approached from 
either side and enough light for the delivery 
team to see what they are doing. A bathroom 
with running water should be nearby. 
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Specific information can best be obtained 
from the doctor and nurse who are responsible 
for the management of the prenatal period, la- 
bor, delivery, and postnatal period. As previ- 
ously mentioned, in most instances the family 
will be provided with a list of essentials as well 
as with assistance in the preparation of materi- 
als. The physician and the nurse will also 
bring certain supplies and equipment with them 
at the time of delivery. It is most important that 
all these preparations be made well in advance 
of the expected time of arrival of the baby. 

A great impetus to the hospitalization of ob- 
stetrical cases has come from the various hos- 
pitalization insurance plans that have been of- 
fered in the past few years. By these plans, at a 
cost of only a few cents a day, the complete cost 
of obstetrical care can be covered, including 
the hospital and birth-rooms, and nursery care 
of the baby. Hospital insurance and medical 
care are covered in Part VIII, Chapter Six. 


Estimating the Time of Delivery 


The doctor will calculate the expected date 
of delivery if the date of the first day of the last 
menstrual period is known. He does this by 
counting back three months from this date and 
adding seven days—unless one of these three 
months is February in which case ten days are 
added. 

A woman having her first baby “feels life” 
20 weeks before delivery. If she has had living 
babies she adds two weeks because she recog- 
nizes quickening two weeks earlier. This date 
may be noted for future reference. 

About 40 weeks from the first day of the last 
menstrual period is usually picked as the ex- 
pected date of confinement. It is not uncom- 
mon for patients to deliver normally either 
before or after the expected date. 


Labor 


Noticeable contractions of the uterus (labor 
pains) begin when it is time for birth to 
occur—usually 280 days after conception in 
the average pregnancy. At first these may be a 
half hour or more apart and are not painful. 
When discomfort occurs with the contractions 
and they come every 10 to 15 minutes, labor 
has begun. Gradually the cramps and backache 
become more frequent; if there is a watery dis- 
charge or if bleeding occurs, the doctor should 
be notified at once. If he is not available, call 
the hospital and ask for advice regarding enter- 
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1. Just before birth, baby rests head downward. De- 2. Labor has begun. Cervix is dilating; baby's head is 
livery has started, but not necessarily labor pains. pressing downward through the opening. 


3. Cervix has dilated and head rests on pelvic floor. 4. The mother’s “tail bone” or coccyx is bent back. 
Membrane around the fetus has not yet ruptured. Baby's body is streamlined to make the exit easier. 


5. The head emerges and turns upward, accentuating 6. While shoulders emerge, doctor's hands support 
the lengthening of the baby’s head. head. Baby’s cry indicates it has started to breathe. 
Photos: Cleveland Health Museum 
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ing the hospital. In case of doubt, it is better to 
go to the hospital a little early rather than too 
late. Transportation should be arranged three 
months before the expected date of delivery. 
The woman should know where to report at the 
hospital and where the delivery rooms are lo- 
cated. Each doctor has standing orders which 
will be put into effect upon his patient’s arrival. 
She will be thoroughly examined to see if labor 
is advancing, if her blood pressure is normal, 
and if her heart and lungs are functioning prop- 
erly. A urine specimen examination to show 
any abnormal kidney function is also made. 
The lower bowel is often emptied with an en- 
ema to reduce the obstruction to the birth canal 
and improve cleanliness during delivery. The 
baby’s heart beats are counted to determine if it 
is in good condition. 

When the contractions get stronger and 
more frequent, the doctor will order the proper 
amount and kind of sedation to relieve discom- 
fort without stopping labor. Many factors enter 
into his decision and it varies with different pa- 
tients and with the same patient under different 
conditions. An occasional patient may decline 
any relief. 

When the contractions gradually get stronger 
and more sedative is required, inhalation anes- 
thesia is given with the contractions. Complete 
anesthesia is given in most cases when opera- 
tive delivery becomes necessary. This must not 
be too deep or too prolonged because the anes- 
thetic goes from the mother’s blood through 
the afterbirth to the baby’s blood, and may so 
depress the baby’s respiratory center that it will 
not begin to breathe after birth. 

Some women wish to have their babies by 
the so-called “natural method,” in which prep- 
aration for labor is made throughout the 
pregnancy by exercises, and the baby is born 
with the mother fully conscious and able to ob- 
serve the entire procedure. This is not suitable 
for all women, The same may be said for hyp- 
nosis, which is applicable only in selected in- 
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stances and which must be used only by experi- 
enced and qualified physicians. 

While childbirth is theoretically a normal 
function, there are many deviations from nor- 
mal. Emphasis on “natural childbirth” should 
not obscure the need for medical alertness and 
supervision during any pregnancy, nor the 
importance of getting advice from medical 
sources only. 

Physicians differ as to the advisability of al- 
lowing the father to witness his baby’s birth. 
Birthrooms must be kept infection-free, and 
the doctor has enough responsibility without 
being faced with a father who might become ill 
or emotionally upset or who might unintention- 
ally violate important precautions against in- 
fection. The physician’s preference should be 
respected in this matter. 

When the baby is born, its care is usually 
taken over at once by the family doctor or a pe- 
diatrician. Practices differ in the matter of 
keeping babies in a hospital nursery or having 
them in the mother’s room from the start. 
Where hospital facilities permit a choice, the 
attending physician is the person to decide this, 
in conjunction with the baby’s doctor. 


A Few Words for the Father 


Being associated with the care of a woman 
having a baby is a great responsibility and a 
privilege. A husband should realize that his 
wife is undergoing an emotional trial based on 
complex changes in her glands of internal se- 
cretion over which she has no control. You 
should also know that she needs, and rightfully 
expects, your full support to bolster her confi- 
dence in herself and you and the baby for the 
future. Little things that you do for her mean 
very much. A box of candy, a short vacation 
trip, overlooking some obvious mistake, or 
outlining some cherished plan for the future 
will do much to enrich the sacred experience of 
founding a family. 


CHAPTER THREE 


CHILDREN IN THE FAMILY 


AND THEN THE BABY CAME! This dramatic 
experience in the life of a young husband and 
wife changes their whole outlook on life and 
living. The loving twosome, interested until 
now only in each other, has been invaded by a 
little stranger. To be sure, there have been nine 
months of anticipation. Pregnancy has brought 
many adjustments already in the family rou- 
tine. But it is not until the first of their heirs ac- 
tually arrives that the physical and emotional 
relationships that previously existed take on 


new dimensions. Not only are the immediate . 


living patterns disrupted by baby’s arrival, but 
things will never again be the same. Never! 
_ In this chapter, we will try to learn the mean- 
ing of “children in the family.” We will see that 
changes take place in the inter-relationships of 
the family group—see what influences children 
have upon the family’s health patterns as well 
as the influence of the family upon the child’s 
health. And we will briefly review the patterns 
of growth and development a child experiences 
during his first five years. 


Family Structure 


The chief reason for the family group in any 
society is to protect children until they can care 
for themselves, to give them an opportunity to 
learn the social responsibilities of the particular 
culture in which their family lives, and to learn 
the basic information about life and living that 
will allow them ultimately to establish a new 
family of their own. Children who, for one rea- 
son or another, are deprived of both natural 
parents should be placed as early as possible 
into a suitable family situation so that they may 
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have the experience of developing in a family 
and benefiting from the supervision and guid- 
ance of foster parents. Those who must grow 
up deprived of one of their parents are often 
seriously affected by this deprivation. 

When most young people get married, hav- 
ing children is not their immediate concern. 
They are concerned primarily with each other’s 
happiness and with learning the give and take 
that is basic to the marriage relationship and to 
family life in general. These two people are cre- 
ating their own little world, whether it be in a 
rooming house, an apartment, or a house of 
their own. Their home is their castle and no 
others may enter without their expressed per- 
mission. 

The probabilities nowadays are that each 
will have a job. Two incomes establish a fairly 
substantial level of living. Each person enjoys a 
measure of freedom within a pattern of restric- 
tion which they themselves develop to suit their 
own particular needs. They may come and go 
as they will, their hours may be irregular, their 
entertainment is of their own selection to be - 
had whenever they wish it. This is the period in 
which they are getting acquainted, learning 
each other’s interests, establishing their com- 
patibilities, and building strength into their 
family through common interests and the rec- 
ognition that each has interests that the other 
may never share. 

In due time, whether through accident or de- 
liberate design, conception occurs and the wife 
becomes pregnant. During this period of ex- 
pectancy new adjustments must take place. The 
family that never before thought of the need for 
a physician now must have one to make the 


26 


prenatal examinations and provide the neces- 
sary care during pregnancy. These examina- 
tions, spanning the period of pregnancy, enable 
the doctor to keep close watch on the health of 
the expectant mother and her child. 

Frequently young families neglect to con- 
sider the financial aspects of health. Working 
on the assumption that not having been sick 
they are not likely to get sick, they often neglect 
to make the preparations that are essential to 
protect against major medical expenses. This 
may be the first time this couple has been aware 
of the need for hospital and medical insurance. 
Today, many of the corporations for which one 
or both of these young people might be work- 
ing have insurance programs that provide pro- 
tection against the reasonable costs of hospital- 
ization and physician services. 

If such health insurance is not a part of their 
compensation where they work, they should 
have been considering this need before now, 
because most hospital insurance programs will 
not provide care for the birth of a baby that 
takes place within 10 months of the purchase 
date of the policy. Nevertheless, if up to now 
the need for medical care has not been antici- 
pated, certainly now is the time to establish the 
means for properly caring for their own health 
in the future, as well as the health of this very 
important first child. 

During this period thought must be given 
also to the family estate. This child will need 
care and support from now to the end of his ed- 
ucation period, anything from 18 fo 25 years. It 
is high time that money be set aside either in 
regular savings or through the purchase of in- 
surance to assure that, should something hap- 
pen to the breadwinner of the family, there 
would be funds available to care for the mother 
and child. 

_ Another financial problem will soon be fac- 
ing the couple when the wife is no longer able 

. to carry on her job outside the home. Some 
mothers do return to employment a few weeks 
after delivery, but many feel that it is desirable 
to stay at home. When they do, the only income 
is that of the husband. 

If, during the earlier period of their mar- 
riage, they have been spending all of both sal- 
aries for living, this abrupt lowering of the 
standard of living is likely to be very uncom- 
fortable. Not infrequently this change in the 
standard of living builds up resentments against 
the child whom they subconsciously feel is re- 
sponsible. Feelings of rejection are very easy 
for the youngster to detect, and his whole fu- 
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ture personality can be affected by this antago- 
nism, subconscious as it may be. The parents 
should recognize the situation and accept in 
good grace the fact that the mother will have a 
limited opportunity to contribute to the family 
income for many years to come. 


Preparing for the Child’s Arrival 


During pregnancy there are likely to be 
many minor emotional conflicts between hus- 
band and wife. This is a very emotional period. 
Each must make an effort to understand that 
even though pregnancy is a perfectly normal 
physiological condition and that even though 
these emotional irritations are as normal as 
pregnancy, they do occur, they do require con- 
sideration, and the individuals involved must 
be careful that they do not mar the relationship 
that has been so carefully developing since the 
days of courtship. 

Preparation for this addition to the family 
involves more than being seen by the doctor 
once in a while and trying to keep emotionally 
balanced. As the time of delivery approaches, 
the things needed in the hospital should be 
packed and the trip planned and rehearsed. 
The clothes that this new member of the family 
will need on his way from the hospital to his 
new home must also be provided. Many of 
these will be gifts of friends who know no better 
than you whether it will be a boy or a girl. Con- 
sequently, out of the accumulation of things 
that are likely to be presented, the most useful 
for this short trip will be a shirt, a diaper, and a 
blanket. 

There must also be a place for this baby in 
the home. Here we have a difference of opinion 
among the authorities. Some are quite con- 
vinced that the baby should be in a room by 
himself where he has a minimum of distur- 
bance from the people around the household. 
Others are equally adamant that the child’s crib 
should be in his mother’s room and that it 
should be movable so that it can be wherever in 
the house that the people are. This is one sub- 
ject which it would be well to discuss with the 
doctor who is going to help you take care of 
your baby during his infancy and childhood. 


The Baby Arrives 


And then the baby came home! This is an ex- 
citing occasion under any circumstances; yet 
each time the circumstances are somewhat dif- 
ferent. As a rule the major care of the baby will 
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fall to Mother, and she will be so busy as a 
mother that she may forget to be a wife. Unless 
Father is a very well-adjusted personality, he is 
going to resent this neglect. Not only will he 
be resentful toward his wife, but he may also 
harbor subconscious antagonism toward this 
third person that has invaded their happy 
home. The apparent monopoly that the mother 
has over her child may offer little time during 
these early days for father to even get ac- 
quainted with his new child. 

Obviously a whole new pattern of relation- 
ships and scheduling of time must be worked 
out. A child has 2 parents and he needs his 
father’s attention at 3 weeks as much as he 
will at 3 years or 13. In fact, getting acquainted 
with father is as much a baby’s job as getting 
acquainted with mother. A father who accepts 
his offspring, shares in his care, and enjoys his 
companionship will not only have a rewarding 
experience, but will also contribute much to the 
child’s personality development and adjustment 
to social living. 


Dad’s Role 


The father role is not that of an aloof male 
who condescends to hold the youngster for a 
few minutes after he’s fed and dry. It involves 
helping with feeding. It involves changing dia- 
pers and giving an occasional bath. It, in fact, 
involves some share in all of the tasks of baby 
care, partly to relieve mother of some of the 
chores; but more important, to let the young- 
ster know that he has two parents, both of 
whom love him. 

To develop an adequate personality, this 
youngster is going to have to have a feeling that 
he is loved by both parents, Children, even at 
this tender age, are quick to sense the resent- 
ment, rejection, and frustration that are some- 
times experienced by the new father and 
mother. It is only when parents are able to 
handle their youngsters with a comfortable 
outgoing feeling that children can experience 
the security which is the foundation for a well- 
developed personality. 


Bringing Up Baby 


Even in his first weeks of life, the child must 
begin to learn some of the lessons of living. 
Styles of child rearing change. There was a time 
of great rigidity in which youngsters ate at a 
certain time no matter what, and if they didn’t 
develop bowel and bladder control by a certain 
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age, they were literally forced into a control 
pattern. Then came a period of permissiveness 
that was known as the demand period, in which 
the youngster was allowed to set his own sched- 
ule for food and other services. He soon learned 
that when he made his demands his parents, or 
any other adults within earshot, jumped. He 
soon found out that by the loudest demand he 
was getting the most attention, and children 
like attention. The result has been a generation 
of demanding children. 

The pendulum is now swinging in the other 
direction. More discipline is being introduced 
into. child rearing at this early stage, and it is 
making life much more comfortable. With some 
regularity in the various factors of child care, 
family life can also operate according to a rea- 
sonable schedule. One group of physicians is 
quite convinced that instead of picking young- 
sters up when they cry and make demands, they 
should merely be checked to make sure they are 
not wet or in pain and then left to cry alone. 
They should be picked up when they are happy 
and smiling. If they associate the pleasant ex- 
perience of attention with the smile and the 
laugh, they are much less likely to put on 
tantrum-like demands, particularly if the tan- 
trums do not get them the attention that they 
are seeking. 

Modern child rearing practices recognize 
that the infant has little or no emotional con- 
trol. Only as' he lives with people and learns 
from them does he develop his own personality 
and a pattern of reactions to his environment. 
He can be spoiled by lack of or inconsistency in 
discipline, as well as suppressed by a too de- 
manding program based on rigid schedules. It 
is now believed that a natural development ina 
loving and supporting family which accepts the 
baby as an individual with his right to be him- 
self is most beneficial. At the same time he is 
taught the skills of social living and how to ac- 
cept the restrictions that are necessary in our 
present world. 

Apropos of this discussion of discipline is an 
anecdote of the late Dr. Thurman B. Rice, pro- 
fessor, author, speaker, and at one time Health 
Officer of Indiana. After speaking on the sex 
education of children he was asked at what age 
one starts such instruction. “Immediately,” he 
answered, “while the baby is still in the cra- 
dle.” His questioner objected, “After all, Doc- 
tor, you can’t teach much sex information to a 
week-old baby.” To which the Doctor replied, 
“Listen—the minute that kid learns that he 
can’t have what he wants when he wants it, he’s 
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laid the foundation for a satisfactory sex life.” 
And very likely for many other facets of suc- 
cessful living with other people. 


Subsequent Arrivals 


Before too long, another child may be on the 
way. When the first child crossed the threshold, 
his parents had difficulty rearranging their 
lives, readjusting their schedules, and realign- 
ing their affections to include a third person. 
Even father reacted to the diversion of atten- 
tion from him to the youngster. Now, when a 
second youngster comes, imagine what must go 
on in the small head of the first one who has 
little or no understanding of what is happening. 
He sees a considerable portion of the love and 
attention which he has learned to accept as his 
right being spent on somebody else whom he 
considers an intruder, while he himself is un- 
wanted and unloved. 

Before this second youngster comes home 
from the hospital, there should have been a 
long period of preparation and anticipation for 
the reception of “our” baby. Under no circum- 
stances should the first youngster be surprised 
by the arrival of the second one. He should be 
aware of the meaning of the changes in the 
shape of his mother, even though he may be too 
young to understand the words that are used. 
The tone of voice and the attitude during pre- 
sentation are far more important than what is 
said. By counting him in on the joy that goes 
with an addition to the family he will acquire 
security from this feeling of acceptance. 

According to his age and ability, the first 
child should be given the opportunity to help 
out. If he can do little helpful things that show 
that he has a responsibility toward this new 
baby, that the new baby is as related to him as 
to other members of the family, and that the 
love and acceptance which he has enjoyed from 
his parents have not diminished by the addition 
of this baby, he probably will accept it and go 
on from there, 

It is most unfortunate when through lack of 
preparation, a new brother or sister intrudes 
into the life of a first child unannounced and 
without warning, It is extremely frightening to 
a youngster to feel that this stranger has 
usurped the love and the attention that he has 
received previously, and that he now is an out- 
cast, no longer within the family circle. 

As the third and subsequent children come 
into the family much the same pattern devel- 
ops, though we will find the older child is now 
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more understanding. That is, he can be more 
understanding if he is made to feel that he is 
still loved and accepted in spite of the fact that 
others have been added who also are loved and 
accepted. Somehow, by tone of voice and atti- 
tude, the idea must carry over that love within 
the family is one of the unlimited things of 
which there is always enough to go around 
with plenty to spare, regardless of how many 
must divide it. 

The occasion of an addition to the family is 
an excellent opportunity to help older children 
understand family relations and reproduction. 
Obviously youngsters of two or three will not 
understand all that can be said to them about 
sex, reproduction, family relations, and related 
activities. But they can be given the feeling that 
this process and relation is a very necessary and 
legitimate part of life, that it is as accepted as 
eating or sleeping or any other of our physio- 
logical activities, and that there are a great 
many normal kinds of interpersonal relation- 
ships within the family that are a necessary part 
of family life. If the child can develop a healthy 
attitude toward the men and women and boys 
and girls within his experience, and if he learns 
to identify with the sex to'which he belongs, he 
is well on his way toward sound personality de- 
velopment-and has laid a foundation on which 
he can learn more about sex and life. 


CHILDREN IN THE FAMILY 
How Children Grow 


The development of a newborn child from 
an uncoordinated reflex organism into a well 
coordinated, informed, and purposeful adult is 
a truly remarkable process. Even more remark- 
able is the series of developmental changes that 
lead to the individualized personality that this 
child will ultimately become. These two phe- 
nomena are developmental tasks that evolve in 
parallel, and each influences the other. 

Most parents use the ability to do things as 
an index of their child’s growth. Unfortunately 
they compare the age of each accomplishment 
with the age at which an earlier child or the 
neighbor’s youngster accomplished the same 
task, not realizing that each child develops at 
his own individual rate. 


The Newborn 


A full-term, average-sized boy will weigh 
seven pounds eight ounces, while a girl will 
average five or six ounces less. Many factors 
affect birth weight: the parents, the mother’s 
diet and health, and the exact length of gesta- 
tion. The average length of a newborn child is 
21 inches. This again is affected by heredity, 
stage of maturity, diet, and other factors. On 
the average, a normal-sized newborn will dou- 
ble his weight in the first five months and triple 
it in the first year. It is easy to see that the rate 
of growth, which started nine months before 
birth when this child was a single microscopic 
cell that doubled its mass every few minutes, 
has slowed down considerably by the time birth 
occurs. 

Movements at birth are random and unor- 
ganized. A few complicated reflexes operate, 
such as grasping and sucking. A baby hears 
well and starts at a loud sound and is soothed 
bya gentle one, He cannot see well, but soon 
follows a light. Touch, taste, and smell are bet- 
ter developed. Essentially, the newborn baby 
cannot think, he only feels, and this state char- 
acterizes the first three months. He protects 
himself with a cry when wet, cold, hungry, 
frightened, or uncomfortable. 


The First Year 


Coordination and voluntary action begin in 
the third month. Smiling is one of the child’s 
first voluntary actions. Soon he learns to turn 
his head to follow movement and sound. A 
short time later he reaches toward things that 
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attract him. He learns to anticipate things 
within his experience and soon opens his 
mouth when he sees a bottle or nipple. Soon the 
development of tongue and throat control will 
permit him to swallow foods other than liquids, 
and his feedings will become rather regular and 
effective, even though a bit messy. 

In the fourth month he may try to turn over 
by himself. He will probably succeed during the 
fifth month, During this period he increasingly 
enjoys being held in a sitting position. The 
really dramatic changes which make this baby a 
social person start during the fourth to sixth 
month. He begins to enjoy people, responds to 
other children in the family as well as to his 
parents, and babbles and coos a great deal. He 
smiles freely and may laugh. If he is well cared 
for, he will lie for long periods happily watch- 
ing things and playing with his hands. He tends 
to cry less for attention than he once did. Im- 
proved muscle coordination will permit the 
baby to sit alone during his sixth month and he 
may sit for short periods in his high chair. He 
knows the difference between people who are 
familiar to him and those who are strangers, 
and he knows his mother and father well. His 
first teeth—the lower central incisors—may 
arrive this month or the next. 

Efforts to crawl begin. Since there are many 
ways to crawl, he will probably invent his own 
method sometime in the ninth month. At this 
time he wants to touch and handle everything. 
The most useful tool for exploration is his 
mouth, into which he puts everything he can 
reach. He learns to bring his thumb and index 
finger together to pick up objects sometime 
during his 9th or 10th month. Since he now 
can find and pick up rather small things, all of 
which go into his mouth, and since he now gets 
around on his own, it is essential that the whole 
family be careful about leaving little things 
“within his reach” —pins, buttons, pills; —any- 
thing that could attract the attention of an in- 
quisitive youngster. 

By the 9th or 10th month the youngster 
gets into the sitting position whenever he wants 
to. He can stand with support and may pull 
himself into the standing position, but has diffi- 
culty getting down again. Very few children 
walk at 10 months, but some experimeñt with 
walking movements. 

By now a child identifies approval and dis- 
approval by the inflection of his mother’s voice. 
He makes the proper response to “no,” and 
may be ready to be taught the first lessons on 
how to live with others. Because he is easily dis- 
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tracted, he can be turned from some forbidden 
or undesirable activity by the offer of a more 
attractive substitute. 

He now can drink from a cup, but may not 
be emotionally ready to be separated from his 
bottle at bedtime or during periods of stress. He 
probably will suck his thumb if not satisfied. He 
can feed himself with his fingers and may try to 
use a spoon, but because of his short attention 
span mother must take over when his interest 
begins to lag. 


The One- Year-Old 


By the end of his first year our helpless, un- 
coordinated baby has become a child. He is 
rapidly developing his own personality and 
learning how to fit his physical, emotional, and 
intellectual activities into appropriate patterns 
of behavior. He is very responsive to other peo- 
ple, especially his mother. Motion attracts him 
and he likes to watch passing cars and people, 
birds, animals—anything that moves. He can 
amuse himself as long as he can watch others. 
Though he likes to romp and play, he also likes 
being held on a lap. He will throw his toys and 
laugh. He enjoys putting things into boxes and 
loves pots and pans. He is a great explorer and 
will crawl all over his small world to investigate 
everything he can reach. He also likes rhythms 
and such games as pat-a-cake and peek-a-boo. 

Individual children show different rates of 
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development. These variations among children 
may or may not be significant. Often a child 
who is attentively waited upon by the adults in 
his family has no need to crawl or walk or de- 
velop language to get what he wants, so he does 
not develop these skills till later. For example, 
some children begin walking as early as 10 
months, others may make little or no effort to 
walk until they are as old as 17 months. Some 
children begin to use recognizable words by 12 
months, others may be 18 months or older be- 
fore they pronounce meaningful words. 


The Toddler 


The period from 15 or 18 months of age to 
2 or 2'4% years is known as the “toddler” 
period. Our youngster is no longer earthbound. 
He can walk and climb rather than crawl. How- 
ever, he has neither the maturity nor the sta- 
bility of the “runabout” he will become in a 
year or so. At 15 months he stands alone or 
walks with a broad base but’can neither run 
nor turn corners. By the end of this period he 
not only walks “grown up” but walks back- 
wards and runs. At 15 to 18 months he still 
learns about his world by touching, feeling, 
and mouthing everything within his range— 
and his range is increasing since he no longer 
likes his playpen and may have learned to climb 
out of it. 

A two-year-old (more or less) has finger co- 
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ordination that lets him put big pegs in a peg 
board, build a pile of blocks, and turn the pages 
of a book made of heavy papers. He lifts, pulls, 
tries to dance to music, may try to turn on the 
radio and thoroughly enjoys playing rhythm 
games. He likes to play in sand and water and 
enjoys a roughhouse. He likes to “keep” 
mother and wants her near, but he also likes to 
be near other children. At this age he has not 
learned to play “with” them. Fellow toddlers 
play independently more than they play to- 
gether. However, he still enjoys their company. 
He holds his possessions close and cries when 
they are taken away, but may accept a suitable 
substitute. 

As our youngster begins to become part of 
the world of people, there are so many develop- 
mental tasks to complete that priorities must be 
recognized. Up to 18 months concentration on 
learning to walk has caused a neglect of lan- 
guage. Now language becomes important. A 
two-year-old may have a considerable vocabu- 
lary and uses sentences of three words. Varia- 
tions that occur will be due to his family’s use 
of words, his own need to use words, and the 
presence of older children to talk with him. 

So far he has no sense of time, so he sees no 
reason to hurry. However, he wants to do 
things for himself at age two, such as dress, un- 
dress, and eat. With no sense of time, the re- 
sulting parental pressure to get the job done 
may discourage him from further trying. Even 
a child who has mastered the removal of shoes, 
sox, and shirts, or even putting them on, may 
demand service in getting dressed or undressed 
if he is tired or if he feels the need for attention 
and the security of an adult’s presence. 

You will recall that during the first year the 
baby tripled his birth weight, adding 15 pounds 
more or less. In his second year he will gain 
only four to seven pounds. Obviously he will 
not need the volume of food he needed earlier. 
This may be well, because his poor eye and fin- 
ger coordination coupled with his “I want to do 
it myself” attitude make him a messy eater. It 
takes him a while to master these skills, with 
parents constantly interfering, and he may not 
get much food in the meantime. 

The child may develop fears and be fright- 
ened by loud noises and large objects. General 
apprehensiveness and timidity can be due to his 
parents’ expecting of him more control than he 
can muster. He needs less scolding and more 
reassurance. This is particularly true in relation 
to toilet training. If mother is relaxed, the 
youngster may develop control as soon as he is 
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physically ready. A tense, anxious mother may 
delay his toilet training considerably. Bowel 
training is accomplished several months before 
urinary control is possible. Both are reasonably 
well established by three years, with only an oc- 
casional accident. 

A child begins to discover himself in the tod- 
dler period. He asserts himself and is not easily 
distracted. Often his temper tantrums and cry- 
ing are due to having too few words to express 
himself. Because of his tendency to say “no” to 
everything, parents should avoid his negativism 
by not giving the child too many chances to say 
“no.” This difficult age requires the light touch. 
He is too young for severe discipline, but re- 
quires more control than was used during his 
first year. Consistency of parental behavior to- 
ward the toddler is difficult, but when parents 
are consistent the toddler has a firm base on 
which to grow. 


The Runabout 


The “runabout” years span the period from 
two and one-half to five years of age. This will 
vary with individuals, but it is essentially the 
period between the end of the toddler period 
and the beginning of formal schooling—kin- 
dergarten or first grade, as the case may be. 
Many quite startling changes occur during the 
runabout period which makes a self-reliant 
person out of what was still a cuddly baby, 
even at two and one-half. 

Large muscle coordination improves rap- 
idly. The three-year-old likes to climb, slide, 
use a trapeze, and ride a tricycle. At four he 
hangs by his feet and swings. Up to four sand 
and water play are fun, but after four he prefers 
active, noisy play. 

Small muscle coordination also improves. At 
two and one-half a child can thread large beads, 
at three he enjoys a small peg board, and at 
four he can handle cutting and sewing cards. 

Language now develops rapidly. Most chil- 
dren add 500 to 600 words a year to their vo- 
cabulary between two and six years and under- 
stand many more. The runabout’s problem of 
having so much to say and not enough words to 
say it leads to repetition that is usually out- 
grown. The two and one-half may be hard to 


understand, but the four-year-old usually 


speaks clearly. At four it is fun to play with 
words and sounds, “Bad words,” whether or 
not their meaning is understood, have a pecu- 
liar fascination, largely because they attract the 
attention of adults. These words will be forgot- 
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ten if ignored. Sometimes an unemotional ex- 
planation of the word’s meaning and why it 
should not be used will solve the problem. An 
emotional prohibition tends to fix these words 
in a youngster’s vocabulary. Since speech pat- 
terns are learned by imitation, simple, clear 
speech by parents is valuable to a child’s lan- 


guage development. Baby talk should be 
avoided. 


Stories are important at this age. They ° 


should be about the real world as the child 
knows it. He will not be ready to cope with the 
supernatural world of fairies and magic until he 
understands the real world more clearly. He 
likes stories about other children with whom he 
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can identify. Movies are a form of story telling, 
but often offer experiences which are beyond 
the runabout’s understanding. Runabouts be- 
lieve what they see to be real, and movies con- 
taining frightening situations can be quite dis- 
turbing, since the child cannot separate fantasy 
from fact or cinema from real life. 

This is the age of curiosity, the endless ques- 
tion. Adults should answer questions, but, 
more important, they should encourage the 
“let’s find out” approach which helps the 
youngster learn to find answers for himself. At 
this age he still needs to touch most things but 
he no longer mouths them. It is important that 
he be given time to see and feel things since his 
perception is neither as rapid nor as experi- 
enced as an adult’s. 

Parallel or simultaneous play is the pattern 
when the runabout period begins, but by three 
the other child is definitely in the picture. He 
soon learns to play with others, to share and to 
take turns, and to ask for something he wants 
rather than snatch it. A common pattern is to 
select one person as a playmate and ignore the 
group, though this person may be a different 
one each play period. Boys and girls of this age 
play the same games and either is as likely to 
select a boy as a girl for companionship. 

Life with a runabout child is difficult at best. 
At two and one-half he is learning to assert 
himself and insists that things be done his way. 
His constant “no” to every request and his re- 
sentment of interference with his physical ac- 
tivity and possessions is characteristic of this 
stage of personality development. 

A three-year-old is already less negative. He 
seems to want to do things the right way and he 
can be given reasons for doing things a certain 
way because he understands words better. 
Nevertheless, he still likes things to be done his 
way even though he is less resentful of adult 
interference. 

At four he becomes noisier, stormier, and 
more active. The tendency of parents to expect 
more of a four-year-old than he is physically or 
emotionally able to deliver contributes to the 
misunderstanding between child and adult. 
“Running away” is common. Generally this is 
not naughtiness or disobedience or even a wish 
to get away from home. He simply has become 
interested in things a few blocks away or wants 
to visit a friend and thus takes off. By now he 
has learned to cross a quiet street safely and 
probably knows his neighborhood quite well. 
This is the period when safe pedestrianism 
must be taught, because he will continue to 


CHILDREN IN THE FAMILY 


cross streets without adult guidance. 

The runabout likes to do things by himself. 
At two and one-half he may try to wash him- 
self when in a tub and will struggle to put on his 
sox and shirt. By four he is fairly efficient at 
dressing and undressing. He likes to take over 
and surprise mother by appearing fully dressed. 
The job may be done poorly by adult stan- 
dards, but the effort deserves praise. 

The ability to feed himself improves during 
this period. His table manners are not good, but 
will improve by imitation of others at the table. 
It is important that the child feed himself effec- 
tively. He will enjoy doing it if not discouraged 
by adult insistence on what he considers unim- 
portant detail. 

A child of runabout age likes to help mother 
though he is often more bother than use. At 
two and one-half he may try to set the table, 
dust, or make beds. A four-year-old can effi- 
ciently empty waste baskets or dry silver. How- 
ever, interest fades quickly, the attention span 
is short, and he cannot be responsible for fin- 
ishing a job. These early efforts must not be 
judged by adult standards, since adverse criti- 
cism may easily destroy the desire to help. 
Understanding parents will give the child help 
when he wants it even if he knows how to do 
the job. They also will be understanding when 
the job is done poorly or not finished. 


The Five-Year-Old 


At the end of the runabout period we have a 
five-year-old. In three short years he has de- 
veloped from a cuddly, soft, uncoordinated 
baby to a reasonably sure person. He has de- 
veloped a personality of his own and is begin- 
ning to show the kind of person he will be. The 
characteristics that make him unique are al- 
ready evident. The baby is now an independent 
person, able to be away from home for two or 
three hours each day. 

Physical growth has been slowed, even more 
than in the earlier periods. At five a boy will 
measure 42 to 45 inches in height and weigh 
38 to 48 pounds. A girl will be 42 to 45 inches 
tall and weigh 36 tő 48 pounds. The five-year- 
old can be expected to gain two to three inches 
and three to six pounds this year. 

The five-year-old can use his body quite pur- 
posefully and skillfully. He can jump, skip, 
dance, and climb, Though the large muscles 
are better developed than those of fingers and 
hands and he does better with large muscle 
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movements, he is beginning to learn more effec- 
tive hand use. At this stage hand and eye are 
not well coordinated and the child is probably 
farsighted, so he should spend little time on 
close work with small things. Big muscle ac- 
tivities are still his forte. Handedness is deter- 
mined by five, and 90 per cent will be right- 
handed, Lefthanded children should be taught 
to use their left hands and not be changed to 
righthandedness. 

A five-year-old is noisy and vigorous but his 
activity has definite direction. He’ needs equip- 
ment for purposeful, planned activity. He is 
learning to throw and catch. He may try roller 
skates or rope jumping. These are all large 
muscle activity. But a five-year-old tires easily 
and voluntarily withdraws to watch or seek 
quieter activity. Often he may need a nap to 


. balance his violent activity. 


Where Do We Go From Here 


At this stage we will leave the detailed de- 
scription of what happens from here on 
through childhood and adolescence. The foun- 
dation has been laid on which will be built his 
physical, emotional, and intellectual life. He 
has become an independent personality and 
much of his future has been determined by 
what has happened to him so far. Has he had 
understanding parents? Has he been protected 
from unnecessary fears and frustrations? Has 
he had the support of parental love? Have his 
questions been answered? Has he been guided 
into muscular skills that help him learn about 
his world? Has he absorbed from his associa- 
tion with his parents and peers the sense of in- 
tegrity and fair play so necessary in life? Has he 
a sense of trust, of feeling secure in his world? 
Does he feel that he is a person, different from 
other persons but related to them? Has he, in 
fact, been helped to meet the challenge of each 
developmental task as his understanding and 
physical ability has expanded? 

If so, he is ready for the next step—school. 
This new experience leads to increasing sepa- 
ration from home and parents. It leads to an in- 
creasing influence on his personality by adults 
and children outside of the home. If these five 
years, and the few that preceded them, have 
seen established a home in which family life is 
at its best, these new experiences will be taken 
in stride and will contribute to the further de- 
velopment of a sound, healthy person with a 
pleasant personality. j 


CHAPTER FOUR 


THE CARE AND FEEDING OF BABIES 


THE REALIZATION that the care of babies is 
a medical problem was given its greatest spur in 
about 1900 when the appalling death toll that 
malnutrition and intestinal disorders were tak- 
ing among our infant population became 
widely known. This resulted in the establish- 
ment of “infant feeding stations” for the poor, 
and this activity helped so much to correct the 
situation, that infant feeding problems are to- 
day fewer. 

As more and more diseases have fallen into 
the category of “preventable” and as our rec- 
ognition of the vital role that mental health 
plays in the over-all health of the individual has 
grown, our emphasis on the care of babies has 
broadened to include the prevention of many 
infectious diseases by immunization and to the 
prevention of emotional problems through 
family counseling. 

Let us follow a baby along through periodic 
visits to the physician and see some of the 
things that parents frequently ask about, and 
some of the things the physician wants the par- 
ents to know, 


What about the baby who tends to “spit up” 
some of his feeding with great regularity? 


Most of the time this is of no importance and 
can be ignored. However, if the “spitting up” 
becomes forceful vomiting and the baby fails to 
gain weight, or loses weight, then careful ob- 
servation is necessary to rule out an obstruction 
at the outlet of the stomach. This spitting up 
almost always occurs in the first two months of 
life. After that time it may be a great nuisance 
when baby’s food comes back, but it is not usu- 
ally a nutritional problem. Incidentally, the 
sour smell that so often clings to the baby’s (or 
mother’s) clothes can be eliminated by using a 
little baking soda in the “mop-up” water. 
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What about constipation in babies? 


The breast-fed baby will not be constipated. 
He may have a movement only once a week, 
but it will be normal in character. Regularity of 
movement in the bottle fed baby is not neces- 
sary either. However, the stools of such babies 
are more likely to become dried out and cause 
difficulty in passage so that changes in formula 
or the introduction of some fruits into the diet 
may be called for. 


How fast should a baby gain weight? 


This is probably the first question by parents 
that will bring forth the answer that “no two 
children are alike.” In other words, some chil- 
dren are destined by heredity to be large- 
framed and husky adults, others to be small 
and light, and the rest to be in between. These 
varying patterns of growth are obvious quite 
early in the child’s life. Therefore, it is unwise 
to expect any two infants, even in the same 
family, to follow the same pattern. Neverthe- 
less, there are some guideposts that you can 
observe which will give you an indication of 
your baby’s nutritional progress. The weekly 
gain should not be less than four ounces. This 
will result in at least doubling the birth weight 


in six months and trebling it at one year. Many» 


babies, in fact perhaps most babies, will gain 
more than this without being obese—but less 
gain than this should call for close observation. 


What about immunization? 


Until the past few years it was a generally ac- 
cepted practice to wait until about six months 
of age before starting immunizing procedures. 
This was due to the belief that the very young 
infant could not develop immune antibodies. 
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Recent studies, however, show that at an age 
even as early as two months satisfactory re- 
sponses are obtained. The schedule suggested 
by the American Academy of Pediatrics for 
basic immunization is found in the accompa- 
nying chart. 


The schedule for “booster” injections after 
this is subject to some variation in practice 
among different physicians. It is also agreed 
that, in order to keep up our present record of 
virtually no smallpox in the United States, we 
should all be vaccinated every four or five 
years. (See Part VI, Chapter Six for foreign 
travel requirements. ) 


Although immunization of all children 
against tuberculosis is not generally advocated, 
we should say something about the present 
status of the attempts to control this disease in 
children. 


We now have available drugs that are effec- 
tive in killing the tuberculosis organisms and 
methods for early detection of their presence 
in the body. We should thus be able to attain a 
greater degree of control of tuberculosis than 
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we have so far. The part of a control program 
that should be included in the medical super- 
vision of babies is early detection of infection. 
The tuberculin test is an entirely harmless test 
and is our most reliable method of detecting 
tuberculous infection. For this reason the 
American Academy of Pediatrics advises that 
the test be given at one, two, four, and six years 
of age. 

The tuberculin test may be performed in a 
number of ways; in each case the principle is 
the same. The physician selects the testing 
method that is best adapted to the existing cir- 
cumstances. 

The tuberculin test determines whether or 
not tuberculosis germs have entered the body. 
If the result is positive, it does not indicate that 
the child actually has tuberculosis. It merely 
means that he should be watched to be sure that 
the germs have not been able to establish them- 
selves and grow, thus developing into an actual 
tuberculous infection. 

Tf we are ever to achieve real control and, 
hopefully, eradication of tuberculosis, it can 
only be by the continuing cooperation by all of 


IMMUNIZATION SCHEDULE* 


Disease 
Diphtheria 


Tetanus Triple preparation, 3 


doses at 1 month inter- 
vals 


Whooping Cough 


Sabin Oral Polio Vac- 
cine Types I, Ill, and II 
in that order; or triva- 


Poliomyelitis 2 months lent oral vaccine 3 doses, 
at 6- to 8-week inter- 
vals 

Smallpox pare we ages of Smallpox vaccine 
Live attenuated measles 
vaccine, 1 dose 

Mue 12 months of age or | Live attenuated measles 

(Rubeola) older vaccine plus measles im- 
mune globulin, 1 dose 
each 
Typhoid-paratyphoid vac- 

Typhoid- Only when needed; cine 2 injections 4 or 

paratyphoid routine immunization more weeks apart or ac- 

fevers not indicated in USA cording to manufacturer's 
recommendations 

3 months, but only for Influenza vaccine followed 

Influenza children with debili- by second dose in 2 months 


tating and chronic dis- 
eases 


*Adapted from The Red Book, the Control 


Report of the Committee on 
and Control of Communicable Diseases in Man, 


This schedule is a flexible guide which may 


Material (Antigen) 
Age at First Dose and Dosage 


Tenth Edition, American Public Health Association, 
be modified 


Adult Immunization 


Adults subject to unusual 
risk may use adult type 
diphtheria toxoid 


Booster Doses 


At 15 to 18 months and 3 
years 


Tetanus at any age with 
booster every 10 years and 
whenever injured 


Tetanus and diphtheria tox- 
oid only at 6 and 12 years; 
thereafter on physician's 
advice 


Not indicated 
1 dose of trivalent_oral vac- Adults subject to unusual 
cine at 12 to 15 months, risk, military service, or for- 
and 1 dose on entering eign travel should receive 
school two doses of trivalent oral 


vaccine 6 to 8 weeks apart 


n At 5-year intervals, except 
At 5-year intervals, before at 3-year intervals for inter- 
going abroad and during an national travel or persons 


epidemic subject to unusual risk 


Data are not yet available to 
indicate when or with what 
frequency booster doses might 
be required 


Not indicated 


Only when needed. Typhoid- 
paratyphoid vaccine, 2 injec- 
tions with single boosters at 
4-year intervals Oniy for per- 
sons subject to risk or foreign 
travel 


At 4-year intervals a single 
injection up to 2 boosters 


1 dose each fall for persons 
subject to risk, in community 
services, or with debilitating 
or chronic diseases 


1966, American Academy of Pediatrics, 
1965. 
by the physician to fit individual situations. 


1 dose each year 


of Infectious Diseases, 
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us in known and proved public health measures 
directed toward this goal. 


At what age should children learn 
and be able to do certain things? 


Here, again, you will encounter and must 
believe the dictum that “no two children are 
alike.” If we were to give you a listing of cer- 
tain motor and intellectual skills that your child 
should acquire at a certain age, you would most 
probably develop either an unwarranted pride 
in the precociousness of your child or an un- 
warranted pessimism over his slowness. 

Therefore, as was the case with weight gain, 
it would seem best to give a few liberal but re- 
liable mileposts and then go on to some of the 
effects of development on behavior. 

1 month—Can lift chin off table. 

2 months—Can lift chest off table. 

3 months—Reaches for objects but with- 
out success. (It is interesting to note that, as 
Dr. Arnold Gessell phrased it, “He reaches 
with his eyes well before he can reach with his 
hands.” ) 

4 months—Can sit with support. 

5 months—Can sit on lap and can grasp 
small objects. 

6 months—Can sit in high chair and grasp 
a dangling object. 

7 months—Can sit alone. 

8 months—Can stand with help. 

9 months—Can stand by holding on to 
pieces of furniture. 

10 months—Can creep. 

11 months—Can walk if led by one hand. 

12 months—Can pull himself up and stand 
with the help of furniture. 

13 months—Can climb up a few stairs. 

14 months—Can stand alone. 

15 months—Can walk alone. 

In addition to these motor skills, by two 
months the baby will smile at anyone who 
speaks to him. By one year he should partici- 
pate in such games as “peek-a-boo,” and by 18 
months or 2 years he should make a stab at 
naming at least 6 objects. 


What are some of the behaviorial 
problems that may accompany these 
increasing physical skills? 


This is the age at which new experiences can 
be initiated by the child. Simultaneously he has 
an awakening awareness of himself as an in- 
dividual person. He begins to view himself not 


HEALTH AND YOUR FAMILY 


as a more or less compliant receptacle for the 
feedings you have mixed for him, not as a 
“clothes horse” to display the cute little suits 
you have made for him, but as a thinking, feel- 
ing human being entitled to have his feelings 
understood and respected by those he respects 
the most—you, his parents. This does not mean 
that we can sanction every move he makes. But 
it does mean that we must remove from his 
sphere of influences as much of the forbidden 
fruit as possible, and that we try to limit our 
prohibitions to those acts that are dangerous. 

Children must learn that some things are 
prohibited, but we must remember that their 
ability to learn this is limited by the stage of 
their maturity. Thus, we cannot expect a 2-year- 
old to behave like a 10-year-old; conversely, we 
must not allow a 10-year-old to act like a 2- 
year-old. The transition from the irresponsibil- 
ity of the 2-year-old to the beginning responsi- 
bility of the 10-year-old and on to the greater 
responsibility of the adult is initiated and has- 
tened by the feeling of success and approval 
that a child gets from his parents. In other 
words, we must try to encourage his successes 
while helping him to overcome his failures. So, 
when a child’s behavior seems to be a violent 
rebellion against authority, remember that in 
reality it is not a true rebellion against author- 
ity, but rather a manifestation of an increasing 
awareness of “self.” 


Infant Feeding 


Breast feeding is the natural way to feed a 
baby, and when it can be accomplished, it is 
satisfying to both mother and baby. The rea- 
sons behind the mother’s choice between breast 
and bottle feeding are often complex, but re- 
gardless of what the reasons are, here are a few 
facts about breast feeding that are often mis- 
understood: 

©The size of the breasts has no influence on 
the success or failure of nursing. 

Nursing a baby will not make the breasts 
sag if they are supported properly. 

eThe quality of breast milk is always good. 
It always agrees with the baby. 

@Nursing a baby is not a sure way to prevent 
another pregnancy. 

During pregnancy, the glandular tissue in 
the mother’s breasts enlarges and, toward the 
end of pregnancy, begins secreting a creamy 
yellow fluid called colostrum. After delivery, 
when the baby is put to the breast, this protein- 
rich fluid is all that he gets until about the third 
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to fifth day (sometimes later), when the milk 
comes in. There is often more milk produced 
than the baby is able to take at first and the 
mother may be uncomfortable, but soon supply 
and demand are equalized. 

The mother’s milk supply will change from 
day to day and will increase as the baby grows 
older and requires more milk. Probably the 
most important factors in the regulation of the 
mother’s milk supply are: a vigorous baby who 
is able to suck hard and empty the breast, 
thereby stimulating milk production; and a re- 
laxed mother who is not under emotional strain 
and who really wants to nurse her baby. The 
health of the mother, her diet, the amount of 
housework she has to do, her husband’s atti- 
tude, and other factors also play a role in de- 
termining success, but are not as important 
as the first two. š 

Many mothers who are nursing their babies 
want to know how long they should continue 
to do so. This decision is entirely up to them. 
There is no physiological reason why an infant 
cannot be fed at the breast into the second year, 
as long as he gets some other foods containing 
iron, vitamin D, and vitamin C. In this country, 
social pressure is such that it is rare for a 
woman to want to nurse this long, but it is ac- 
ceptable from a medical point of view. How- 
` ever, many women find it convenient to nurse 
their babies for about 8 to 10 months and 
then to wean the infant directly to the cup, thus 
eliminating the stage of bottle feeding. 

Some women find they must supplement the 
breast supply by giving the baby a daily bottle, 
while others begin breast feeding and then 
switch to all bottle feeding when the child is a 
few months old. Such varied schedules are at 
the discretion of the mother, since the baby’s 
only concern is that he be fed an ‘adequate 
amount by a warm, loving individual. 

Some mothers cannot or do not choose to 
nurse, and thus must give their babies milk 
from a bottle, Cow’s milk serves as the basis for 
all baby formulas, except in the rare cases of 
specific milk allergy. Since breast milk is the 
ideal food for babies, formulas are made similar 
in composition to breast milk in amounts of 
carbohydrate, fat, and protein. The most inex- 
pensive way of doing this is in your own kitchen 
using whole or evaporated milk as a basis, and 
adding water and carbohydrate (corn syrup) 
according to the formula supplied by your phy- 
sician. There are also many ready-made for- 
mulas on the market which are easy to use and 
which resemble breast milk in composition: 
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Your physician is in the best position to advise 
what type of milk is best for your baby. 

Many new products have been recently in- 
troduced to help feed babies. These include 
disposable nipples and bottles, ready-to-use 
formulas that do not need diluting, and plastic 
bottles of various kinds. All these products 
make it easier to care for the baby—the dispos- 
able bottles and nipples are especially good on 
a trip—but they do add to the cost of feeding. 


Psychological Aspects of Feeding 


Since the majority of an infant’s day is spent 
eating or sleeping, his conscious contact with 
the world and the people in it comes at meal- 
time. Thus feeding is not merely a matter of 
supplying him with nutrition for his growth and 
activity; it also has a great influence on his per- 
sonality development. When a young infant is 
hungry he screams loudly because he is in ex- 
treme discomfort and feels frightened. When he 
is saved from this situation by being fed, he 
feels comfortable again and begins to associate 
this feeling with the person who has saved him. 
Because this process is repeated many times, 
the baby learns to trust this person—or people 
in general—and to consider them desirable 
parts of his environment. 

During the feeding period there is a com- 
munication between the infant and the person 
feeding him. If this communication conveys a 
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sense of love, warmth, and acceptance, the in- 
fant will develop a feeling of security. If the 
baby is being breast fed the communication 
will be between infant and mother; if the baby 
is bottle fed, the feeder may be mother, father, 
sister, or grandmother, but regardless of who it 
is, the same feeling can be conveyed to the in- 
fant. Hopefully, however, the “feeder” will not 
often be a pillow or other impersonal means of 
propping the bottle, since there is no commu- 
nication in such a situation. At times it may be 
necessary to prop a bottle during a feeding, but 
since this does not permit any social contact for 
the baby, it should be done rarely. 


Other Foods 


Any food other than milk, such as cereal or 
fruit, is considered a solid even though its con- 
sistency may be very fluid. Foods of this type 
are given to babies as a source of iron—which 
milk lacks—and also to get the baby accus- 
tomed to eating with a spoon. Cereal is often 
started first, since it is bland and smooth and 
not apt to cause allergies, but other foods such 
as fruits, vegetables, or meats may be given 
first. 

Practices regarding the age at which solid 
food is started have been changing in the past 
few years. At one time it was standard practice 
to start spoon feeding at about four to six 
months of age, but now it is not unusual to have 
a mother giving her baby solids at three weeks 
of age. This is sometimes done with the idea 
that it will allow the baby to sleep through the 
night, but a recent study on this subject in- 
dicates that there is no relationship between the 
time of starting solids and sleeping through the 
night. The average age at which the babies in 
this study gave up their 2:00 a.m. feeding was 
nine weeks regardless of whether or not they 
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had started eating cereal. It is much easier to 
give the baby just milk for the first two to four 
months and then start cereal. However, there 
are some babies who are growing so rapidly 
that they must be started on solids sooner, 
Again, your physician is in the best position to 
decide what should be done for your baby. 

Publicity has been given to the ability of ba- 
bies to accept cold feedings without bad effects, 
This may comfort some parents when they are 
compelled to give a feeding that has not been 
heated. However, the natural temperature for 
baby’s food is that of breast milk, and this 
should also be the temperature of the artificial 
feeding whenever possible. 

Some time after the baby is six months old 
he will be willing to accept coarser food even 
though he has no teeth. Samples of table food, 
mashed vegetables, chopped meat, etc., may 
then be tried and increased in amount if he ac- 
cepts them. Almost anything that the family 
eats can be given to a baby if one avoids highly 
seasoned or overly fat food and sweet desserts. 
When the family meal does not contain suitable 
food, jars of junior food may be purchased at 
the grocery store for an easy quick meal. 


Vitamins 


Vitamins A, D, and C are always necessary 
for babies to insure their proper growth, but 
they do not necessarily have to be given in liq- 
uid form. Most manufactured baby formulas . 
have vitamins already added and extras should 
not be given. Also, much of the milk available 
from dairies in the United States has enough 
vitamin D added to prevent rickets during sum- 
mer months up to the age of one year. In the 
winter, the physician’s advice should be sought 
about giving additional amounts, especially in 
northern latitudes. Orange juice as a source of 
vitamin C can be added to the child’s diet at an 
early age, and as he grows older foods contain- 
ing the B vitamins will be in the diet. It is best 
to let your doctor decide whether the child’s 
diet contains enough vitamins, or whether 
these should be added. 

Infant feeding consists of supplying a child 
with essential nutrients for bodily growth and 
social stimulation for personality growth. Milk 
is the chief food of infants and this is best sup- 
plied by the mother’s milk if possible. As the 
child grows older, simple solids are added when 
he is ready for them. Perhaps the most impor- 
tant item on his menu should be large servings 
of common sense. 


CHAPTER FIVE 


FERTILITY AND INFERTILITY 


OF ALL THE TOPICS of special interest to 
families, none holds a more important place 
than a baby. A baby represents for almost ev- 
eryone all that is most beautiful, most precious, 
most wonderful in life. A baby in a happy, 
healthy family means that two people who have 
joined their lives together in love and respect 
have created out of their devotion a new human 
being who, while embodying a part of each of 
their bodies, minds, and spirits, yet has been 
given a personality and make-up that is all his 
own and unique in the world. A baby, then, is 
in a sense our own vision of ourselves carrying 
on our love and work and life into the future, 
eventually to be passed on by him to his own 
children. 


Infertility 


Conceiving and bearing a baby presents for 
most families no problems at all. Medical ad- 
vances have been such that pregnancy, in itself 
a normal process, is more comfortable and 
safer than ever before in history. The same 
thing is true of delivery. There are couples, 
however—about 1 out of every 10—who do 
have trouble conceiving. Modern science has 
found several reasons for this which are about 
equally divided between husband and wife. 
Sometimes it may be a simple, easily-corrected, 
anatomical defect in one or the other that pre- 
vents the sperm from reaching the egg. Some- 
times it is a defect that causes the husband’s 
sperm either not to develop at all, or to develop 
in numbers too small or in quality too poor 
to make fertilization possible. Whatever the 
cause, medical science has made it possible for 
more than half of the apparently infertile cou- 
ples to be helped to achieve pregnancy, pro- 
vided their problems are properly diagnosed 
and correctly treated. 
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There are several important things for a cou- 
ple to remember if they seem to have an infer- 
tility problem: 

@Just because you have not achieved preg- 
nancy, don’t jump to the conclusion that you 
are infertile. Only a specialist in infertility can 
make such a diagnosis. 

eThe best way to find a specialist qualified 
to handle infertility problems is to call your 
county medical society for a list of names of 
such specialists in your area. The Planned 
Parenthood - World Population Organization 
has a list of its own, and other centers special- 
ize in infertility, either with direct services Or 
by referral to qualified specialists in the area. 
In addition, if you live near a medical school or 
large hospital, call the office of the head of the 
obstetrics department. There you can find out 
if the institution has infertility services or ob- 
tain the names of physicians who have a special 
background for diagnosing and treating infer- 
tility problems. 

@Because the causes of infertility are about 
equally divided between husbands and wives, 
it is vital that both partners be studied together. 
This is particularly important because the iden- 
tification of problems involving the husband is 
more easily, quickly, and less expensively done 
than is the case with the wife. 

eFertility is highest among the young and 
tends to diminish with years. Therefore, a 
newly-married couple in their twenties should 
not postpone their first pregnancy for more 
than two years. Modern medical contraceptive 
measures, as approved by the U.S. Food and 
Drug Administration, have never been known 
to affect fertility adversely. Indeed, some of 
them may actually increase it. Nevertheless, if 
unknown to themselves the couple has an in- ' 
fertility problem, they will not discover this fact 
until they stop the use of contraceptive mea- 
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sures and try to become pregnant. Because of 
the age-time factor, it is thus wise not to post- 
pone trying for a pregnancy for more than two 
years. 

@Newly-married couples who are in their 
thirties are advised not to postpone efforts for 
a first pregnancy at all, or at least not for more 
than the two or three months that it will take 
them to establish their home. Here the age-time 
factor increases in importance, and pregnancy 
should be sought as soon as possible. 

eThe young teen-age marriages, however, 
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belong in a very different category. These 
young couples must do a good deal of growing 
up at the same time that they are establishing 
their married life.-Because of the very high di- 
vorce rate among these young marriages, many 
persons consider it wise for them to postpone 
attempts at a first pregnancy until both are 1n 
their twenties. This will give them time to ma- 
ture, to finish their education, and to establish 
themselves in life as adult people with a well- 
developed marital relationship, before they be- 
come parents. 
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One last word about infertility: Worrying 
about it does more harm than good, and feeling 
guilty does the most harm of all. Infertility is 
not anyone’s fault, and is common enough so 
that there need be no reason to be ashamed of 
it or to hide it. Furthermore, worrying about it 
can often seriously affect the couple’s marital 
relationship. Do not worry about possible in- 
fertility; but if you have tried for pregnancy for 
a reasonable time, seek and follow competent 
advice, and the chances will be in favor of 
having the baby you dream of. 


Fertility 


Fertility was never a problem in the tragic 
days when a couple was likely to lose one out 
of every two or three of their babies. Indeed, 
before 1900, a couple expected to have eight or 
nine babies in order to be able to raise four or 
five. Advances of medical science, such as the 
sanitation of water and milk supplies, the con- 
trol of communicable diseases, and better pre- 
natal and infant care, have made this no longer 
true, not only in the United States but in- 
creasingly in all parts of the world. Thus in the 
United States most couples can reasonably ex- 
pect that babies born to them will survive to 
grow up. 

This happy state of affairs means, therefore, 
that many families will consider themselves to 
be large enough while the husband and wife 
are still in their early twenties. If they contin- 
ued bearing children until the wife’s meno- 
pause, they could theoretically end up with a 
family of 15 to 18 children. Some families do 
reach this number, but it can truthfully be said 
that the mothers and fathers of such families 
seldom wanted so many children. 

Despite, or perhaps because of, our high 
level of living in the United States, many 
mothers and fathers wish to limit the size of 
their families for economic reasons. It is es- 
timated that it costs a minimum of $18,000 to 
$20,000 to rear a child to adult life simply in 
terms of shelter, food, clothes, medical, and 
dental care, This does not include those cul- 
tural advantages that most mothers and fathers 
want their children to have—good education, 
recreation, travel, music and other cultural ad- 
vantages. Society as a whole is concerned with 
the implications for the future of the present 
“population explosion.” 

Our great urban areas, in which it is esti- 
mated 60 per cent of our people will be living 
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REGULAR MENSTRUAL CYCLE 


OVULATION 
x 


MENSTRUATION 


28 DAYS 


MOST FERTILE 


OVULATION 


* 


OVULATION 
* 


84 DAYS 


56 DAYS 


In a regular menstrual cycle, eggs are released from the ovaries once every 28 or 30 days. Conception is most 
likely within a few days before or after ovulation; conception is possible at any phase of the menstrual cycle. 


by 1980, are getting more and more crowded. 
There is less road space as the number of cars 
increases, less play and recreation space as the 
number of children increases, less desk space as 
the schools become more and more crowded. 
All of this means not only rising taxes, but ris- 
ing tensions as people have to adjust to living 
under these increasingly crowded and difficult 
conditions, 

Our religious and scientific leaders, there- 
fore, have begun to think in terms of what par- 
enthood means in the light of these difficult 
times. Responsible parenthood, family plan- 
ning, and planned parenthood are terms used 
interchangeably by Catholic, Protestant, and 
Jewish clergymen as they counsel couples not 
to enter parenthood lightly but to be aware of 
the heavy responsibilities that parenthood 
places on them. The three faiths just as strongly 
condemn those who avoid parenthood for self- 
ish and frivolous reasons. 

How to prevent conception for good and suf- 
ficient medical or social reasons has been 
widely discussed by many groups. Protestant 
and Jewish church bodies have approved the 
use of medical contraception to this end. The 
Catholic is not opposed to spacing families as 
long as it is done naturally, by abstention or 
rhythm, both of which he regards as in accord- 
ance with nature. 

Most husbands and wives want children and 


will have them. Thus, “responsible parent- 
hood” means simply that husbands and wives 
take stock of themselves, the kind of people 
they are, and the kind of parents they want to 
be, and take care to space their children ac- 
cordingly. In this way, each baby can enjoy his 
babyhood to the full, and not be deprived of 
what is important for his future development 
by being pushed out of his crib and his mother’s 
arms too soon by a new baby. 

By the time a mother and father have two 
children, they will be well aware that having 
children means joy. But most realize that it is 
also necessary to assure a warm, well-ordered 
family atmosphere in which children can grow 
and develop normally and well, with a father 
and mother who are devoted and happy both as 
husband and wife and as parents. Because by 
this time too the father should be well started 
on his life’s work, this will be a good moment 
for the couple to plan together the number of 
children they would like to have. 

Some families already have two or three chil- 
dren by the time the mother and father are 1n 
their early twenties. These thoughtful families 
then plan to regulate their child-bearing so that 
this first group of children can grow up with 
the kind of life that their parents want them to 
have. In many homes, the mother has a voca- 
tion to which she plans to return when her chil- 
dren are in school. Thus a couple in their early 
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twenties with two or three children could plan 
for the mother to return to work when her 
youngest child enters school. Her salary could 
then pay for domestic help as well as add to the 
bank account for the future education of the 
children. 

Some youthfully-married couples, when 
their children have reached high school or col- 
lege age, may decide to add one or more babies 
to their families in their middle and late thirties. 
These families are likely to enjoy circumstances 
that make a new baby an especially happy 
and rewarding experience for all concerned. 
They are a splendid example of what religious 
leaders mean when they use the term “respon- 
sible parenthood.” Their “first” family has 
been well started in life, and they can now feel 
secure in enjoying a “second” family. 

Modern science has developed many meth- 
ods that make it possible for parents to plan 
their families effectively, and more will be 
forthcoming. Only medically-approved meth- 
ods should ever be used for spacing children, 
and the advice of one’s doctor should always be 
sought. Roman Catholics who use the rhythm 
method should know that to reach its highest 
effectiveness it should be learned under some- 
one qualified to teach it. Many non-Roman 
Catholic as well as Roman Catholic doctors 
have the special background to do this teach- 
ing, and some centers where the rhythm method 
may be learned are being set up under Roman 
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Catholic scientific and religious auspices. 

Eminent Catholic and Protestant clergymen 
as well as the National Academy of Sciences 
have expressed the hope that generous support 
will develop for increased studies in all phases 
of human reproduction. If, for instance, a 
method could be developed by which a woman 
could herself detect the exact moment when her 
egg is released, this would greatly increase the 
effectiveness and the ease with which the 
rhythm method could be practiced. At present 
the only such test available is the basal temp- 
erature, which by indicating fairly accurately 
when ovulation has taken place provides a 
means of shortening the period of abstention 
before the next menstrual period. No test has 
been found, however, that in any way predicts 
the moment of ovulation. 

As the world is moving now, it is obvious 
that for too long a time the privilege of knowing 
how to plan one’s family has been available to 
far too few families. Religious and scientific 
leaders in all parts of the world now are real- 
izing that means of family planning acceptable 
to individual religious faiths and consciences 
must be made available to every mother and 
father, to help them regulate their fertility in a 
way that will be good for their family, good for 
their community, and good for their country. 
In the United States and in other countries 
these medically approved methods are now 
more and more widely available. 


CHAPTER SIX 


SEX EDUCATION 


SEX EDUCATION involves much more than 
relating the facts of life. It is only as good as the 
attitudes it develops in young people about 
family life, and marriage, about babies, their 
own bodies, the way love is expressed, and to- 
ward members of the other sex. Sound attitudes 
in such matters encourage sexual conduct that 
brings the rewards of self-respect, the likeli- 
hood of mutual happiness in marriage, and 
healthy family life. 

The attitudes that parents and other adults 
in contact with children have about sex are 
catching. Whether grown people look upon sex 
as a great creative force in life, or as something 
not to be talked about, or as a topic for dubious 
jokes, the children in their care are likely to re- 
flect the same point of view. In sex education 
the sharing of attitudes and feelings is fully as 
important as the sharing of information. Con- 
sequently, adults need to be alive to their own 
feelings about sex as they guide the youngsters 
for whom they are responsible. 

The home is the ideal place for telling the 
story of life, for parents have a continuing re- 
lationship with their children on this subject. 
They are the ones who care most about their 
children, and who provide a buffer between 
them and the outside world. In many homes, 
parents provide excellent guidance in the sex 
education of their children. Other parents want 
to give such guidance, but seem unable to do 
so; these parents say they need the help of the 
school, the church, or the community, 

In one such case, the parents, the school 
principal, and the fifth grade teacher were trou- 
bled by an unwholesome undercurrent of sex 
talk in that group. Boys made improper re- 
marks about girls; girls gathered in little groups 
for whispered, furtive conversations. In this 
school, the parents had requested for several 
years that the film Human Growth, dealing with 
human growth and reproduction, be shown an- 
nually fo the sixth grade. After careful prep- 


aration on the part of teachers, parents, and 
children, this was done and with good results. 

One mother said afterwards, “The picture 
proved to be what the fifth grade needed, and 
all the dirty talk stopped. One little boy even 
came to the teacher and thanked her for giving 
him the chance to find out many things that he 
had wanted to know and couldn’t talk to his 
folks about.” This boy had been one of the lead- 
ers in stirring up trouble. In many instances, 
however, children’s poor sex attitudes and in- 
formation are not so apparent, nor so easily 
corrected. The best approach in the school is 
to provide continuing sex education from kin- 
dergarten through the twelfth grade. The em- 
phasis in such programs is upon helping the 
child develop a healthy sexuality. This is an 
effort toward a basic understanding that may 
prevent problems rather than to save sex edu- 
cation for use as an “antidote” after problems 
appear, 

Feelings and attitudes that are significant in 
the child’s sexual development begin to form 
very early in life, almost at birth. The child’s 
parents and his home environment influence 
such attitudes first of all; playmates, the life of 
the neighborhood, and school and community 
exert their influence as he grows older. These 
attitudes usually last over many years and will 
affect his own approach to love, marriage, and 
family life. 


Love is Basic 


Parents and other adults who are seeking a 
sound approach to sex education need to know 
that there is no one approach or method that 
is always right for all children. Yet there is a 
basic core to sex education. It is the continued, 
reassuring love or friendship that parents, 
teachers, and youth leaders give to the children 
under their guidance. 

The love of a husband and wife for each 
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other and for their children is the very essence 
of good sex education. In a home where such 
love is abundant, the baby or young child soon 
takes the first steps toward being able to give 
love in return. First loving his mother and fa- 
ther and other members of the family, he later 
learns to love playmates, teachers, special 
friends, and finally is ready for the love that 
leads to marriage and parenthood. But if the 
baby or young child is not loved, it will be diffi- 
cult for him to learn to give love. 

In a large industrial city, a panel of high 
school students named lack of love and affec- 
tion as one of the four causes of delinquency 
which they considered most important, the 
others being poor home upbringing, overly 
strict parents, and a bad choice of friends. 
“You should have a relaxed home without your 
mother getting mad at you and yelling all the 
time,” said one of them. 

Adults should realize that a dependable, use- 
ful love does not mean that they must never 
direct or control the children or youth in their 
care. For example, a mother shows her love by 
placing realistic limits upon her child’s behavior 
when that behavior borders upon being harm- 
ful to himself or to others. 

Through this mature kind of love, adults 
should help young people to form standards of 
good conduct and to develop the inner re- 
sources to live by those standards. It does not 
mean indulging every wish or whim but rather 
helping youth to form values which will enable 
them to make wise choices. 

Some adults may feel anxious about their 
own ability to show their affection to children 
and young people. If the affection is sincere, 
there is usually little reason for concern. The 
essential thing is to cultivate this ability. As a 
rule the young are quick to recognize a genuine 
liking for themselves, and they readily learn 
that friendliness may be expressed in many 
different ways. 


Many Approaches to Sex Education 


Many adults who wish to help children form 
sound ideas about sex are uncertain how to go 
about it. An awareness of the fact that daily 
life is full of natural opportunities for sex ed- 
ucation may make their task easier. Many op- 
portunities occur at home, others arise from 
the child’s own experiences at school or in the 
community, or from events in the news. 

_ Nowadays, the world outside the home may 
intrude its point of view on the child’s mind 
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when he is still very young, through television, 
radio, motion pictures, newspapers, and pic- 
ture magazines. Matter that is presented 
through these channels and is intended chiefly 
for adults may also find a large audience among 
children and youth. Along with their elders, 
they may view programs about family life, look 
at photographs of a mother’s labor and her 
baby’s birth, or read about sex crimes or sen- 
sational divorces. 

To meet the impact of these experiences, it 
is more important than ever for children and 
youth to have the support that comes from 
happy family life, from sound sex attitudes and 
information at home, at church, and at school, 
and from wholesome opportunities to work 
and play with companions of both sexes. 


Sex Education for Today 


Apart from the effects of war and national 
unrest, standards of family life and sex conduct 
have changed markedly since the beginning of 
this century. The divorce rate has increased. 

Young people have greater freedom, and 
there are many more opportunities for the two 
sexes to be together without adult supervision. 
This present-day freedom imposes upon adults 
an obligation to educate young people to use 
their freedom wisely, so that youth will accept 
greater responsibility for basing their own ac- 
tions on sound ethical principles. 

Some persons believe that the present-day 
widespread knowledge of contraception has 
tended to lessen restraints on sexual conduct, 
since young people may conclude that they can 
have sexual intercourse before marriage with- 
out risk of pregnancy. This would be unfor- 
tunate, if true, because there is always a risk of 
pregnancy in such circumstances. Young cou- 
ples who indulge in premarital intercourse 
usually obtain their contraceptive information 
from unreliable sources. And in secret or hur- 
ried relations, they are likely to be careless in 
their precautions, or else fail to take any. 

However, available information indicates 
that neither knowledge about contraception 
nor a lack of it is the determining factor in the 
increase of illegitimacy. Rather it is only one of 
several factors involved in an era where uncer- 
tainty and confusion about sexual conduct are 
widespread. 

A number of aspects of present-day life dis- 
tinctly favor effective sex education. One such 
factor is the tendency toward a companionable 
relationship between the adults and the young 
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people in a family. Such a relationship makes it 
natural to talk about daily happenings related 
to sex and to move from general conversations 
to the questions or matters of interest that the 
children and young people of the family may 
have on their minds. This gives status to the 
young people, for it makes them feel that they 
have an accepted and important part in the ex- 
change of ideas in the family. 

Most young parents are also increasingly 
eager to provide for the sex education of their 
children, and better prepared to do so than ear- 
lier generations of parents. The increasing 
opportunities for the study of child develop- 
ment and family life that are available to par- 
ents have been most helpful in this respect. 

In general, there are more opportunities to- 
day than in the past for boys and girls to work, 
play, and study together, and thus to learn to 
understand each other. In many communities, 
good recreational facilities offer wholesome 
social contacts for boys and girls and young 
men and women, all of which are important in 
their sexual development and in the develop- 
ment of consideration and respect for each 
other. Not the least of the encouraging elements 
of today’s situation is our growing knowledge 
of human behavior, including its sexual aspects, 
and the use of such knowledge in counseling by 
physicians, either in their private practice or 
through counseling centers in a community. 
The growing number of ministers, priests, and 
rabbis who are specially prepared in this field 
is also encouraging. For help in finding a reli- 
able individual or agency to give such counsel, 
you may go for information to your county 


medical society or to a council of local social 
agencies, 


Approaching the Subject 


As an adult who has a responsible stake in 
sex education, you may approach the task with 
more confidence if you first take stock of your 
assets. You should find such a task helpful, 
whether you are a parent, youth leader, 
teacher, minister, physician, or nurse. 

First, you have a store of experiences accu- 
mulated during your own sexual development 
through your childhood and youth. Both pain- 
ful memories and the pleasant ones should give 
you greater understanding and sympathy for 
the young whom you wish to help. 

Even though you will not expect your chil- 
dren to repeat the same experiences, your 
memories can give insight into your children’s 
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needs if you reflect on the place of such events 
in your own growing up. ‘ 

As you exercise your responsibilities in sex 
education, it will be helpful to be aware of your 
own feelings about sex, and to try to under- 
stand why you feel the way you do. An older 
physician who had been the helpful counselor 
of many young people wrote, “I was brought 
up in a world where human sex was just plain 
nasty. Pregnancy was something to hide, and to 
this day, human sex is not for me an entirely 
natural phenomenon. I know the feeling is 
wrong, but nevertheless it still exists. A bit 
more freedom of discussion could have made a 
difference in my own life. Certainly keeping 
things under cover answers no problems.” 

You have a great advantage if you like chil- 
dren and young people, and are able to win 
their confidence, so that they feel free to ex- 
change ideas, ask questions, and discuss their 
problems with you. The ability to talk easily 
with young people may be cultivated, and may 
grow with experience, as many a teacher has 
learned who faced her first pupils with some 
diffidence. 

As parent, teacher, or youth leader you also 
can count as an asset your knowledge of how 
individuals grow and develop. Especially val- 
uable is your knowledge of the particular boys 
and girls in your care, and of the age group to 
which they belong. You know how they are 
growing physically, how intelligent they are, 
what things interest them, what sort of ques- 
tions they ask, what their friendships are like, 
what their problems are. 

The example you set is another important 
factor in sex education. Children are likely to 
copy their parents or other adults whom they 
love and respect. In homes where the parents’ 
love for each other and for their children is ex- 
pressed by mutual consideration and respect, 
the children are likely to learn to give such love. 
If parents avoid the mention of sex, or consider 
it something “dirty,” their children are likely to 
be prudish. At the other extreme, if parents use 
coarse language in speaking of sex, or often 
make. vulgar references to it, their children 
probably will speak of sex in the same way. 
When parents make light of irregular sexual 
conduct, it is not surprising that the sex con- 
duct of their children reflects the parents’ at- 
titudes. Wherever adults set an example of in- 
tegrity and thoughtfulness for others, young 
people are helped to form friendships based on 
those qualities. These attitudes are as impor- 
tant in relations between the sexes as in other 
areas of human relationships. 
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FALLOPIAN TUBES 
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Knowing the Basic Facts 


There is no doubt that you need to know the 
basic facts about sex. You do not need to know 
all the facts, but you do need the information 
most likely to be required by the children and 
youth in your care. You need to know where to 
go for information that you do not have, for 
there will be occasions when it is best to say, 
‘I don’t know; let’s look that up.” 

„You need a vocabulary which you can use 
with ease. Knowledge of correct terms for parts 
of the body associated with sex and reproduc- 
tion, such as navel, penis, vagina, and so forth, 
can help you to be more objective and unemo- 
tional about sex education. Ease in using such 
terms can be acquired gradually, through prac- 
tice. Fathers and mothers should use them with 
each other in talking about the development of 
their children. Teachers and youth leaders may 
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find such opportunities in study groups or in 
professional groups where child development 
is discussed. 

Some parents, teachers, and youth leaders 
have found that a practical way of refreshing 
their own knowledge and vocabulary about sex 
is to help in previewing films or in selecting 
books or pamphlets that are to be used in sex 
education by children or youth. 


The Human Plan for Reproduction 


The human plan for reproduction is far su- 
perior to most other forms of plant and animal 
reproduction in the protection it gives to the 
young. Moreover, the experience of human be- 
ings is greatly enriched by the family life that 
has developed around the human variety of 
procreation. 

The life of every person begins with the 
union of two special sex cells—the sperm cell, 
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or spermatozoon (sper-ma-to-zo-on) of the 
father, and the egg cell, or ovum (o-vum) of 
the mother. The male and female bodies are 
intricately formed to make such union possible. 
The sex organs of the male are well designed 
to place the sperm cells inside the body of the 
woman, where they begin their journey to find 
an egg cell. The female body makes remarkable 
provisions for supplying the egg cells, for giving 
shelter and food to the unborn baby through 
the nine months of its development, and for 
helping the baby to be born. 


The Female Reproductive System 


Egg cells are produced in the ovaries 
(o-va-ries), which are the female sex glands. 
The ovaries also produce hormones. A hor- 
mone is a chemical substance, formed in one 
organ or part of the body, that is carried in the 
blood to another organ or part of the body 
which is thereby stimulated to some activity. 
The hormones of the ovaries affect growth and 
development and help to provide for the wel- 
fare of the baby during prenatal development. 
Girls and women have two ovaries, one on each 
side of the body, in the lower part of the abdo- 
men. Each ovary is about the size and shape of 
an almond during childhood. 

The ovaries of a baby girl contain immature 
egg cells, but it is not until puberty that egg 
cells begin to mature. After that, one egg cell 
matures, or ripens, each month as a rule, in a 
process called ovulation (0-vu-la-shun). Ovu- 
lation occurs in most women until about the 
age of 45 or more years, when the menopause 
(men-o-paws) takes place. 

When ovulation occurs, the egg cell leaves 
the ovary and is drawn into the opening of one 
of the two Fallopian ( fal-o-pea-an) tubes. One 
of these tubes opens near each ovary and pro- 
vides a passageway through which the egg cell 
is carried to the uterus (u-te-rus) by the mo- 
tions of the fine, hairlike cilia which line the 
tubes, 

The uterus, or womb, is located in the lower 
abdomen of the female, with an ovary on each 
side. It is a hollow, thick-walled, muscular or- 
gan that in size and shape is something like a 
pear with the larger end up. The developing 
baby lives in the uterus during the nine months 
of its life before birth. The lower end of the 
uterus, called the cervix (sir-viks), Opens into 
the vagina (va-jeye-na). 

The vagina is an elastic canal which connects 
the uterus with the outside of the body. It is the 
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passageway through which sperm cells enter, 
as well as the opening through which the baby 
leaves its mother’s body at birth. The outside 
opening of the vagina is between the legs, 
where it is protected by folds of skin and flesh 
that are known as the vulva (vul-vah). Where 
the folds of the vulva meet in front, there is a 
sensitive tip of tissue called the clitoris 
(klit-o-ris). 

The opening of the vagina is partly covered 
by a membrane known as the hymen. At one 
time it was thought that a broken hymen meant 
that a woman had had sexual intercourse, but 
we now know that the thickness of the hymen 
varies widely among women, even at birth, and 
that it may become torn without a woman’s 
knowing why or when. ; 

The outside opening of the vagina lies be- 
tween two other body openings. In front is the 
opening of the urethra (u-ree-thrah), for the 
passage of urine from the body. Some distance 
behind the vagina opening, is the anus (a-nus), 
for the discharge of waste from the intestines. 

More must be said now about the process of 
ovulation. First, an egg cell becomes sur- 
rounded by a small sac known as a follicle 
(fol-ik-l) and goes to the surface of the ovary. 
There the follicle opens, releasing the ripened 
egg cell. The follicle then fills the cells called 
the corpus luteum, (kor-pus lu-teum), or yel- 
low body. The corpus luteum produces a hor- 
mone that causes the soft lining of the uterus to 
build up some new lining, providing an in- 
creased supply of blood. If an egg cell should 
be fertilized, the lining of the uterus would then 
be ready to receive and nourish it as it develops 
into a baby. 

Most of the 300 or 400 egg cells that leave 
the ovaries during a woman’s life are not fer- 
tilized. These disintegrate and disappear after 
reaching the uterus. Then the corpus luteum 
shrinks, and stops making its hormone. As a 
result, the inner layer of the thickened lining of 
the uterus comes off and, along with the extra 
blood, passes out of the body through: the va- 
gina, This discharge is called menstruation 
(men-stru-a-shun) . 


The Male Reproductive System 


The principal sex organs of the male are the 
two testes (fes-teez), or testicles (tes-tik-kls), 
and the penis (pee-nis). The testes are the male 
sex glands. Like the ovaries, they make a hor- 
mone which affects the boy’s growth and sexual 
development. They also produce the sperma- 
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tozoa, or male sex cells, from the time a boy 
reaches puberty. 

The male sex organs make complex, deli- 
cately adjusted provisions for the growth, stor- 
age, and discharge of the sperm cells. The two 
testes are suspended between the legs in 
a pouch, or sac of skin, called the scrotum 
(skro-tum). Each testis is about the size of a 
plum, being about an inch thick and one and 
three-quarter inches long. The testes are filled 
with hundreds of fine, threadlike tubes, or tu- 
bules, tightly coiled, in which the sperm cells 
develop. 

The spermatozoa are extremely small, only 
about 1/85,000 the size of the egg cell, which 
is one of the larger cells of the human body. 
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There may be from four to five hundred mil- 
lion sperm cells in a teaspoonful of the semen 
(see-men) in which they are discharged from 
the body. When seen under a powerful micro- 
scope, a sperm cell looks something like a tad- 
pole, with a larger head at one end and an ac- 
tive tail at the other which enables it to swim in 
body fluids. 

The penis hangs in front of the testes. It is 
shaped something like a thumb, but is usually 
larger. It varies in size, but its size has nothing 
to do with sexual virility or fertility. The ure- 
thra runs the length of the penis and provides a 
channel through which sperm cells leave the 
body. The urethra is also the outlet for the dis- 
charge of urine from the bladder, but sperm 
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cells and urine do not normally pass through it 
at the same time. 

The sperm cells reach the urethra after a 
complex journey. All of the small, coiled tu- 
bules in one testis open into one larger tube, 
through which the sperm cells leave the testis. 
Behind each testis, in the scrotum, this larger 
tube forms a mass of coils which may serve as a 
temporary storage space for the sperm cells. 
This organ, known as the epididymis (ep-ih- 
did-ih-mis), is about two inches long and a 
fourth of an inch wide, The lower end of each 
epididymis is joined to a tube, or duct, called 
the seminal (sem-in-al) duct, or vas deferens 
(vahs def-er-ens). Each duct rises into the 
groin, and finally opens into the urethra. Before 
opening into the urethra, each duct is con- 
nected with an organ known as the seminal ves- 
icle (ves-i-kl) which, as one of its functions, 
serves as a storage sac for sperm cells. After the 
seminal ducts unite with the urethra, the com- 
bined channel passes through the prostate 
(pros-tate) gland and into the penis. The se- 
cretions of the epididymis, the seminal vesi- 
cles, and the prostate gland mingle to form the 
whitish fluid known as semen. 

The end of the penis at birth is partly cov- 
ered by loose skin which is often removed by a 
physician in a minor operation known as cir- 
cumcision. 

Although usually limp and soft, the penis, 
under mental or physical sexual excitement, 
fills with blood so that it becomes firm and an 
erection occurs. In a man, or in a boy whose 
sex organs have matured, semen may then be 
discharged from the erect penis as a result of 
the contraction of certain tissues, This is an 


ejaculation. The penis then becomes limp 
again, 


Conception, Prenatal Development, 
and Birth 


Various technical or semi-technical terms, 
such as coitus (co-i-tus), copulation (cop-u- 
lay-shun), sexual intercourse, or mating, may 
be used to describe the sex act in which sperm 
cells are deposited in the female. Such terms 
may be an aid in discussing reproduction and 
the sexual relations between husband and wife, 
although they give no picture of the love that 
brings husband and wife together, or of the 
strengthening of the marriage bonds which may 
grow out of this intimate relationship. 

The caresses of husband and wife may 
arouse sexual desire and thus cause an in- 
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creased flow of blood to the sex organs and an 
increase in the secretions that moisten them, as 
well as other body changes that are a prepara- 
tion for intercourse. The husband’s penis be- 
comes erect and then can fit into the wife’s va- 
gina. With rhythmic movements this union can 
give pleasure to both husband and wife. At the 
climax of intercourse, there is an ejaculation of 
semen from the penis. After intercourse, both 
husband and wife may feel the relaxation of 
deep satisfaction. 

When sperm cells are released into the va- 
gina, they swim from that passage into the 
uterus and on into the tubes. If there is an egg 
cell in one of the tubes, one sperm cell may 
unite with it to make a fertilized egg cell. This is 
the moment of conception, and after that, the 
woman is pregnant. From then on, during preg- 
nancy, ovulation and menstruation will not 
normally occur. 

The child’s sex is determined at the moment 
the egg cell and the sperm cell unite, as are 
the hereditary traits that are passed on to him 
from both his mother and father. There are 
two kinds of sperm cells which apparently are 
formed in equal numbers. When one kind 
unites with an egg cell, the child will be a girl; 
union of the other kind with the egg cell pro- 
duces a boy. 

Soon after the egg cell is fertilized, it divides 
into 2 cells; then 4, 8, 16—and on and on. 
About eight days after conception, the mass of 
growing cells, about 1/50 of an inch in diam- 
eter, reaches the uterus and nestles into the 
lining that is now ready to receive it. The cells 
arrange and rearrange themselves in many 
ways, and eventually form into three layers 
from which will develop all the different parts 
of the body. The skin, for example, will de- 
velop from the outer layer, the digestive tract 
from the inner layer, and the skeleton and ner- 
vous system from the middle layer. 

The developing baby is spoken of as an em- 
bryo (em-bree-o) during the early weeks of 
life, but from about three months until birth, it 
is called a fetus (fee-tus). 

At first, the unborn child looks little like a 
human being. At the end of the second month, 
it is about an inch long, its head is developing, 
hands and feet are forming, and the external 
sex organs have begun to appear. However, It 
is not possible to tell one sex from the other at 
this state, since male and female organs look 
the same at first. 

At the end of the third month, the main parts 
of the body have appeared. The mother may 
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feel the baby’s movements around the fourth or 
fifth month, and by five or six months the de- 
veloping baby looks rather as he will at birth, 
except that he is only about a foot long and is 
very lean, In the last two or three months be- 
fore birth, he grows plumper and longer and 
his internal organs develop enough so that he is 
able to live in the outside world. At birth, the 
baby is usually 20 inches long and weighs 
about 7 pounds. 
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Some babies are born before the full term of 
nine lunar months. Some such babies may be 
mature at their birth, even though their period 
of prenatal development has been shorter than 
usual. Frequently, however, babies born before 
full term are immature. These babies are com- 
monly spoken of as “premature babies” and 
they weigh less than 51⁄ pounds and are less 
than 18 inches in length from head to toe. When 
these babies survive, they develop as other 
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children do, but at first they may need special 
care at the hospital in an incubator that pro- 
vides the same even temperature as the 
mother’s body. 

The unborn child can live in the fluid within 
the mother’s uterus because he receives food 
and oxygen by certain special arrangements. 
Early in his development, a cord containing 
some of the baby’s blood vessels attaches him 
to the lining of the uterus. The cord, known as 
the umbilical (00m-bil-i-kl) cord, is attached 
to the baby’s body at his navel. 

Where the cord is attached to the uterus, 
there is a special network of blood vessels 
called the placenta (pluh-sen-tuh). In the pla- 
centa, the blood vessels of the mother and of 
the baby mingle closely, but the mother’s blood 
does not flow through the baby’s blood vessels. 
Instead, food substances and oxygen in her 
blood filter through the blood vessel walls into 
the blood of the baby, and are carried through- 
out his body in his bloodstream. Wastes are 
carried in the baby’s bloodstream to the pla- 
centa. There they filter out through the vessel 
walls into the mother’s blood and her body gets 
rid of them. Thus the mother eats, breathes, 
and gets rid of waste substances for the unborn 
baby. 

By the last few weeks of pregnancy, the baby 
usually has taken a position head down in the 
uterus. At the end of pregnancy, the muscles of 
the uterus stop stretching (as they have been 
doing throughout pregnancy), and begin to 
contract instead. This process, called labor, 
pushes the baby, usually head first, into the va- 
gina. The opening from the uterus into the 
vagina stretches wide and the vagina also 
stretches tremendously, and thus the baby can 
be born. 

When the baby first appears, the cord is still 
attached to his navel and to the placenta. The 
doctor cuts and ties the cord a short distance 
from the baby’s body. Soon the bit of cord that 
is left will dry up, and the place where it was at- 
tached will appear as the baby’s navel. Neither 
mother nor child feels any pain when the cord 
is cut, because there are no nerves in it. After 
the baby is born, muscular contractions sep- 
arate the placenta from the uterus and force it 
out, along with the rest of the cord, which is 
about two feet long. This discharge is called 
the afterbirth. 

When a physician examines a pregnant 
woman, he sometimes finds that her birth pas- 
Sages are too small to allow the baby to pass 
through. He then plans to remove the baby 
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from the uterus by an operation on the abdo- 
men when it is time for the birth. This is called 
a caesarean birth, because Julius Caesar is sup- 
posed to have been born in that way. Babies 
born by the caesarean method grow up in the 
same manner as other children do. 

After the baby’s birth, the uterus and other 
parts of the mother’s body return to much the 
same size as before pregnancy, except that the 
birth passages remain somewhat larger. 

During pregnancy the mother’s breasts pre- 
pare to supply milk for the baby. They become 
larger and firmer, and the area around the nip- 
ples grows darker. Physicians frequently advise 
a mother to breast-feed her baby if possible. 
Many mothers are able to supply milk from 
their own breasts as long as the baby needs it. 
After the mother stops nursing her baby, her 
baby is said to be weaned from the breast. Her 
breasts then gradually stop producing milk. 


Sexual Development 


You realize that little children develop men- 
tally through many steps of learning, and that 
the first grade will be followed by the second, 
and the third, and so on, in a process of learn- 
ing that need not stop when school days are 
over. You assume that children develop emo- 
tionally too, as when you say, “You're a big 
boy now, too old to cry about a little cut on 
your finger, even if it does hurt.” 

It should be equally easy for you to accept 
the facts that sexual feelings and sexual ac- 
tivity do not occur suddenly in an individual 
when his sex organs are ready for reproduction, 
and that sexual maturity is reached through 
various stages. 

You will understand the meaning of the sex- 
ual behavior of children and young people best 
when you relate it to the stage of development 
they have reached, instead of judging it by 
adult standards. For example, the child of three 
or four years may repeat sex words he has 
heard, but his use of them would not have the 
same significance as their use by an older child 
who understands their meaning. 

Although it is useful to understand the rather 
general pattern of sexual development, you 
have probably observed that individual chil- 
dren show great differences. Your knowledge 
of these differences will help you to provide the 
kind of sex education that is needed by the par- 
ticular children or young people in your care. 
For example, the girl who menstruates early, 
say at 11, probably will have shown other signs 
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that she is maturing sexually before menstrua- 
tion occurs. 

The following pages suggest some of the 
phases of sexual development through which 
children pass, as well as common differences 
you are likely to see in the children you know, 
The information is given in four groupings, 
covering development in infancy, and up to age 
8 or 9 years; boys and girls of about 9 to 12; 
young teenagers of about 12 to 15 years; and 
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older teenagers and young adults, of about 16 
to 21 years. 


Infancy and Early Childhood 


The baby’s rapid growth does not affect all 
parts of his body evenly. For example, at birth 
his head is large and his legs short in compari- 
son with adult proportions. The various parts 
of the body later go through periods of rela- 
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tively rapid growth at differing times, until 
adult size and proportions are reached. 

In both sexes, the organs of reproduction are 
completely formed at birth. The ovaries of a 
baby girl contain thousands of immature egg 
cells, but neither the ovaries of the baby girl 
nor the testes of the baby boy are yet capable 
of discharging sex cells. The sex organs in- 
crease a little in size during the first three or 
four years of the child’s life, but even then are 
only a small fraction of their adult weight. 
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However, even a young baby boy can have an 
erection of the penis. This is especially likely to 
happen when the baby has a full bladder, It 
does not mean that anything is the matter with 
him, and parents need not fear that such a sex 
manifestation is unnatural. 

During the prenatal development of a baby 
boy, the testes first develop rather high in the 
abdomen. At birth, one or both testes may have 
descended from inside the baby’s body into the 
scrotum, or at least may be in the process of 
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descending. It may be a few years before they 
have both descended into the scrotum. In the 
higher temperatures in the abdomen, condi- 
tions are not right for the complete formation 
of sperm cells. For this reason, a doctor should 
be consulted if one or both testes fail to de- 
scend properly. 

Although the young child’s sex organs do 
not function by producing sex cells, the child’s 
experiences in these early years are important 
in his sex education. In these years he can begin 
to form healthy relationships with other people 
and to develop healthy attitudes about sex. 

It has already been pointed out that children 
who receive abundant love at home are more 
likely to be able to give love and friendship gen- 
erously as they grow up. In the early years, 
little children may pass through several phases 


in their feelings toward their parents. For a” 


time, perhaps at the age of four, five, or six, 
there may be a period of romantic attachment 
when the boy may say to his mother, or the girl 
to her father, “I’m going to marry you.” This 
sentiment passes and the first or second grade 
child may go through a phase when he may not 
be able to accept hugs or kisses, although he 
still wants and needs to be loved. The impor- 
tant thing to remember is that the child’s need 
for love is always there, through all phases of 
development. 

During the pre-school years, children do not 
usually show much preference in their friend- 
ships, and they play happily with either sex. 
The first year or two of school may see the be- 
ginning of a period when the child will prefer 
playmates of his own sex. 

In homes where mother and father regard 
each other’s work and duties with respect, chil- 
dren are likely to reflect these attitudes. But if 
the father looks down on homemaking as 
“woman’s work,” or considers it a slur on his 
earning ability when his wife works, the chil- 
dren are quick to realize it. Confusion about 
the role of father and mother need not arise if 
families share responsibilities amiably and in- 
terpret fairly to children any activities which 
are at variance with neighborhood or commu- 
nity standards. 

Another factor which may affect the little 
child’s sex attitudes is the family attitude 
toward bodily excretions. To a baby, there is 
nothing disgusting about bowel movements, 
and it is not uncommon for the child of two or 
three to play with his own excretions. The little 
child’s feeling about the excretory parts of the 
body may affect his attitudes toward the repro- 
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ductive organs because they are near each 
other, and if he learns to feel disgust toward the 
one, it may affect his feelings toward the other. 
The mother who can diaper her child and keep 
him clean in a matter-of-fact, cheerful way 
avoids emphasizing such an unfortunate asso- 
ciation of ideas and feelings. 


Answering Questions 


In his early years, the child is full of curi- 
osity and is eager to learn. His questions are 
likely to be about the mother’s part in repro- 
duction. Children of about three to five years 
may ask, “Where did I come from?” or “Where 
did the new baby come from?” Many children 
are not ready to learn of the father’s part in re- 
production until the age of eight or nine, al- 
though some six-year-olds may ask for this 
information and be able to understand it. 

You should not give all of this information 
to a young child at once unless his questions 
show that he is ready for it, and this is unlikely. 
It is better to tell the story a little at a 
time, giving an answer to all the questions the 
child asks, but making sure the answer is one 
he can understand. 

For example, when the three-year-old asks 
where the new baby came from, it is usually 
enough to say “the baby grew inside his 
mother.” The child will ask the same questions 
about sex over and over, in different ways, as 
he grows older. In answering the questions, or 
in conversations about birth that come up nat- 
urally, you can add gradually to the child’s 
store of knowledge. 


About Sex Play 


It is difficult for an adult to realize how many 
kinds of facts the baby and the little child must 
learn, about size, color, texture, space, time, 
people, bodies—their own and other people’s. 
It is not surprising that little children may ex- 
plore their own bodies as a result of their nat- 
ural curiosity. 

Babies often handle their sex organs in a 
casual way, just as they often play with their 
toes or their ears. This casual bodily explora- 
tion should not disturb parents. 

Older children sometimes discover that they 
receive pleasure from manipulation of their 
sex organs. When this is only occasionally ob- 
served in a little child, it is probably best to 
overlook it. If such sex play seems excessive, 
consult with the family physician. 
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It is also rather common for children of 
about four to nine years to take part in various 
kinds of sex play (perhaps under the guise of 
playing “doctor”), in which they remove all or 
part of their clothing, and perhaps touch each 
other. Sometimes they secrete themselves in the 
bathroom and giggle about toilet functions. 

An adult facing such a situation at home, 
school, camp, or club, can handle it best by 
keeping calm, and promoting some other type 
of play activity without shaming the children. 
The children themselves often feel uneasy 
about such sex play, and usually feel relieved 
when an adult puts an end to it, lending a 
friendly hand in starting some other kind of in- 
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friend grows faster. Boys of 11 and 12 may be 
distressed when girls of their own age pass 
them in height, as is often the case. 

The spurt of growth in height and weight is 
the forerunner of puberty, the time of life when 
sex organs mature and the sex glands begin to 
discharge sex cells. In girls, the period of rapid 
growth in height usually begins from two and a 
half to three and a half years before the first 
menstruation. The year of most rapid growth 
in height usually occurs within two years before 
the first menstrual period, while the greatest 
gain in weight may come only a few months be- 
fore that event. Earlier, faster growth is usually 
associated with earlier menstruation. There is 


teresting activity. It may be that the child’s un- 
answered questions about sex and the urge to 
find the answers have led him into sex play, 
even though he has not put his questions into 
words. This is the adults’ cue to answer the un- 
spoken questions. 


From 9 to 12 Years 


Each child follows his own pace in growing. 
A child sometimes may worry because a best 


also reason to believe that boys have their 
greatest gain in height at about the time they 
reach puberty. If a child’s growth records are 
kept throughout his childhood, they can reveal 
a good deal about his progress in physical de- 
velopment. 

In a group of girls from 9 to 12 years, some 
will have begun to menstruate at 11 or even 10 
years, although menstruation most often begins 
at about 13, and may begin as late as 15 or 16. 
The secondary sex characteristics also begin at 
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varying ages, earlier for girls who menstruate 
early, and later for those who mature late. 

One of the earliest signs of the approach of 
puberty in boys is an increase in the size of the 
penis and the testes. This increase may occur at 
11 or 12, usually a year or more before pubic 
hair appears on the lower abdomen. While such 
hair usually appears at 13 or 14, it may some- 
times appear as early as 10 or 11. It is followed 
by the growth of hair under the arms and later 
on the face. The change of voice usually takes 
place at 14 or 15. The proportions of the boy’s 
body also change, with a widening of the shoul- 
ders; his hips do not widen and round out as do 
a girl’s. 

In a group of boys from 9 to 12 years, only a 
few will have matured sexually to the point of 
having ejaculations of semen. 

Children who have not been informed before 
they experience these changes often worry for 
fear something is wrong with them. The young 
child who matures early may have special need 
for information, with reassurance that he is 
normal and the changes natural. 


Curiosity About Sex 


Although boys and girls of 9 to 12 years are 
not usually interested in each other, they are 
not necessarily uninterested in sex. Often their 
curiosity about sex is strong, especially if their 
questions have not been adequately answered. 
By this time, they need to know about both the 
mother’s and the father’s role in reproduction. 


From 12 to 15 


Along with the maturing of the reproductive 
organs, there comes an upsurge of sexual feel- 
ings. Masturbation—manipulation of the sex 
organs aimed at physical gratification—be- 
comes common, especially in boys, although it 
also occurs frequently in girls. 

It is now known that masturbation occurs at 
some time or other in the majority of children, 
and that it does not cause insanity or bodily 
harm. In extreme cases where a child seems to 
be masturbating continually or frequently, the 
advice of a physician or child guidance clinic 
should be sought, for the masturbation may be 
the symptom of some deep-seated unhappi- 
ness. In this connection it should be remem- 
bered, ‘however, that the parent’s anxiety can 
increase the child’s problem. 

Parents facing this problem will be most 
helpful to the child if they provide a happy, re- 
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laxed, loving home atmosphere, with a daily 
routine that offers the child interesting and ab- 
sorbing things to do and avoids situations that 
might encourage masturbation. They should 
not shame or punish the child for it, threaten 
him with dreadful consequences, or confine 
him in any way to try to stop him from touch- 
ing his genitals. 

Parents or teachers who observe’ mastur- 
bation in a child in their care might well ask 
themselves whether he has been put under un- 
due strain, perhaps by striving to achieve what 
is beyond his ability, or otherwise has been 
forced to find satisfaction within himself rather 
than in his experiences with others. They may 
also consider whether there has been too much 
enforced inactivity in his life, and whether he 
has had enough opportunity for satisfying play 
activities. 

In general, if adults are able to understand 
masturbation as a stage in child development 
that will pass, they can be more relaxed in deal- 
ing with it. 

‘Adults need to remember that with boys and 
girls in their teens, as with younger children, 
the most serious damage from masturbation 
rises from feelings of shame and guilt about it. 
The teenager who asks his parents or some 
other older person about it should be given 
straight answers: It is very common among 
young people. It does not cause insanity or 
bodily harm. Most people get over the practice 
as they grow older. 

Young teenagers need specific help in de- 
veloping sound attitudes about sex conduct. As 
part of their groping for independence, they 
sometimes rebel against social conventions. 
They do not yet have enough experience to 
know how sex conduct during their teens may 
affect their happiness in marriage. And so they 
need the information about sex that underlies 
the standards which adults sometimes insist 
upon without explanation. And they need guid- 
ance in applying standards of ethics to relations 
between the sexes. Sometimes they will accept 
this guidance either in group discussions or 
private conversations from a teacher, church 
leader, or group worker in a youth organization 
when they will not accept it from parents. 

Boys and girls from 12 to 15 years are al- 
most never ready for complete freedom from 
adult controls. Actually, they feel more secure 
if adults have set reasonable boundaries. This 
is especially true when the boundaries have 
been developed as the result of free discussion 
between the young people and the responsible 
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adults. Clear understanding of the bounds of 
behavior is certainly important in situations 
where boys and girls are together, whether the 
setting is the home, school, or youth center. 

Young people do not learn to act with com- 
plete freedom all at once. Adults have the deli- 
cate task of granting as much freedom and 
responsibility as the boys and girls can use 
safely, without letting them be harmed by the 
immaturity of their actions. Adult guidance and 
controls should diminish gradually as young 
people become more responsible. 


When Dating Begins . 


Each boy and girl has his own pace in de- 
veloping interest in the other sex; some begin 
to have dates very early, but others may not be 
interested until they are past their teens. The 
more socially-mature boys and girls in junior 
high school will be interested in having dates 
and going to dances, but in some junior high 
schools as many as half of the ninth grade boys 
have no interest in dating. Girls are likely to be 
interested in dating and dancing a year or so 
earlier than boys. Differences are normal and it 
is unwise to keep comparing a boy or girl with 
his friends and urging him to act in a similar 
fashion. 

Even though your teenager may be impa- 
tient if you express concern about his dates, 
there are ways for adults to help him and his 
friends. Parents, as well as schools and com- 
munity agencies, can make it possible for boys 
and girls to acquire skill in such activities as 
tennis, swimming, and dancing that help young 
people to be considered desirable companions 
by their group. 

You can provide meeting places where boys 
and girls can be together under desirable cir- 
cumstances. The first of such places is the 
child’s own home, where the parents’ genuine 
welcome may be the most important element 
in making the home attractive to the young 
friends of the children of the house. 

Parents and other counselors may be trou- 
bled when young teenagers begin to “go 
steady.” There is no one answer to the question 
whether this custom is good or bad. As a rule, 
the teen-age years should bring an opportu- 
nity for young people to know a considerable 
number of friends of the other sex, so that ex- 
perience will enable the young man or woman 
to choose friends and eventually a marriage 
partner with wisdom. If “going steady” means 
that the young boy or girl is confined to the 
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company of one friend—and particularly the 
first friend of the other sex—for a long time, 
it is often unwise. However, in some commu- 
nities, the teenager who does not “go steady” 
is likely to be left out of social activities and to 
lose out on making friends for that reason. In 
other places “going steady” among young teen- 
agers is not very serious because partners 
change rather often. Parents and youth leaders 
must take their stand in the light of what seems 
best for the social development of the particu- 
lar boys and girls in their care. Parents need to 
be very sure they are right before they insist 
that their child should be different from all his 
friends. 

There are many questions about dating that 
can best be answered by the joint consideration 
of the problem by youth and adults. Many of 
these are family questions, to be solved by 
parents and the young people of the family 
together, as equitably as possible. Who is re- 
sponsible ‘for the expense of entertainment 
when your boy takes a girl out? What places are 
permitted and what places are out of bounds? 
Who shall have the use of the living room on 
Saturday night? Who shall use the family car 
on such and such dates? Where families have 
the habit of taking counsel together, the ques- 
tions may be solved more satisfactorily than 
where decisions are arbitrary. 

Many of the questions revolving around the 
social activities of young people can be re- 
solved more satisfactorily if a neighborhood or 
community tackles them together. Since doing 
what the crowd does is so important to a teen- 
ager, being different may be so painful that the 
youngster prefers to disobey adult authority. If 
adults and leaders among the young people can 
agree on a proper course of action, such a con- 
flict may be avoided. 

In a number of communities, parents, teach- 
ers, and young people have worked together on 
the preparation of a code of conduct to which 
all could agree. Codes have covered such 4li- 
verse points as: the closing hours of social 
events for boys and girls in different grades; 
agreement that adults should be present and 
available when young people entertain; there 
should be no “party crashing”; arrangements 
about transportation to and from social events; 
the respect of property; agreement that alco- 
holic beverages should not be served at young 
people’s parties; beirfg sure that all members of 
a family can be reached at any time in case of 
emergency. 

There is no magic in such codes, and they 
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do not relieve adults of their responsibilities. 
Teenagers only gradually achieve enough ma- 
turity to govern their own actions, and while 
they are growing up they need the safeguard of 
knowing that adults are willing to be firm when 
restrictions are necessary. 


Older Youth 16 to 21 


Young people from 16 to 21 are considered 

to be young adults. In these years, most young 
people reach full height and complete their 
physical growth. As a rule, they have reached 
sexual maturity before entering this period, so 
far as the physical development of the repro- 
ductive organs is concerned. Sex urges are 
likely to be at their peak in young men. 
ı The experiences and circumstances of young 
people in their late teens and early twenties 
vary widely. Some are already self-supporting, 
married, and raising a family, many while still 
in college. In fact, the average age of marriage 
now is a few months over 20 for young women, 
and about a year older for young men. Many 
marriages occur in the teens. Other youths in 
their late teens and early twenties are going to 
school or working while living with their par- 
ents, or attending school away from home or 
serving in the armed forces. 
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Young people must make increasingly im- 
portant decisions as they pass through this pe- 
riod, and they should be encouraged to make 
them with increasing independence as they de- 
velop the capacity for mature judgment. 
Perhaps you are among the fortunate parents 
whose sons and daughters at this age continue 
to turn to you for counsel and to take you into 
their confidence, although they prefer to make 
their own decisions and do so rather well. This 
consultation is more likely to happen if, 
through the earlier years, your children have 
learned that their opinion has a valued place in 
family deliberations. 

However, your nearly-grown sons and 
daughters may still need to prove their inde- 
pendence to themselves and you. If they are 
critical of you, or if they turn to other adults to 
discuss their problems, you need not feel that 
you have failed them as parents. Young people 
usually need, and often welcome, the widening 


- of adult relationships that comes from discus- 


sing their concerns with respected teachers, 
group leaders, or other older friends outside 
the family. 

As parents, youth leaders, or teachers, you 
will want to keep in mind that you need to trust 
your young people, for they are away from 
home, on their own, much of the time. 
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A frequent matter of concern to parents is 
the tendency of young people to be absent from 
home without the parents’ knowledge of where 
they are. In families where adults come and go 
with no communication about where they are 
or when they will return, they may naturally ex- 
pect young people to follow the same pattern. 
In many homes, however, it is expected as a 
matter of common courtesy that all members of 
the family make sure that some one at home 
knows their whereabouts. 

Sex education, of course, should have begun 
long before young people reach 16. It should 
continue in relation to matters that particularly 
concern this age group, although there will be 
many young people who now consider their sex 
education complete and will not bother to seek 
further information. 

The late teens and early twenties are years 
when many young men and women fall in love, 
years when questions of sexual conduct are ur- 
gent. Young people must make decisions about 
how intimate they will be. Knowing that some 
youths indulge in premarital intercourse, they 
are faced with decisions about their own course 
of action. 

There can be much valuable preparation for 
marriage at this age, if youth have opportuni- 
ties to discuss and learn what is necessary for a 
successful marriage. Many young people need 
to grow beyond their rather immature preoc- 
cupation with the glamorous aspects of being 
engaged. They need to learn, beforehand, that 
marriage’s happiness and permanence can be 
strengthened if the young marriage partners 
are able to make adjustments about such mat- 
ters as finances, jobs, and relationships with 
each other’s friends, relatives, and children. 
Some young people need to learn that sexual 
adjustments, important as they are, are not the 
whole of happiness in marriage. Others may 
need to face up to the differences of potential 
mates in regard to age, religion, education, and 
social background. Young people will be for- 
tunate if, in these years, they achieve a greater 
understanding of themselves and their relation- 
ships with other people. 

Young men and women need some flexibil- 
ity in their ideas of what is the proper role of 
women and men. Nowdays, when so many 
women work because they need to, both the 
young man and the young woman should be 
able to think clearly about how this affects the 
relationship of husband and wife, and how a 

young wife may be a successful mother if she 
continues to work. 
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While some young adults may seem to shirk 
responsibility, most are self-sufficient and ca- 
pable of building the kind of life that will make 
them happy and successful parents. 


When Special Help is Needed 


Perhaps you have wondered at times whether 
the children in your care were really normal, 
for the whims and notions of even the most nor- 
mal children sometimes seem bizarre to older 
people! , 

If you are concerned about the normality of 
sex conduct, it may be helpful to realize that 
the individual who has good physical, mental, 
and emotional health is always able to mal 
healthy sexual adjustments. And if a ch 
seems to have difficulties, it is often illuminati 
to find out whether he has any health problem, 
The family is fortunate that enjoys the serv- 
ices of an understanding physician who has 
watched the children grow up. Then he can re- 
assure parents that certain problems will be 
outgrown or decide that others need attention, 
Some communities have child guidance centers 
where children with emotional problems may 
be helped, but many more such facilities are" 
badly needed. d 

Of course, you should not conclude that a 
child is abnormal merely because he is differ= 
ent, whether the difference is in height and 
weight or in sexual development or conduct, 
Wide variations may be expected in healthy 
sexual growth and behavior. j 

A child or youth whose sexual behavior 
presents serious problems is likely to have = 
other emotional difficulties, too. The promis- 
cuous adolescent, for example, is not usually in 
trouble just about sex; often he is in difficulty 
because his basic emotional needs have not 
been satisfied, as when his parents do not give 
him enough love, or when he is- failing to 
achieve the recognition which he needs and ` 
wants. 

The child who needs special help may some- 
times give you a clue if his behavior seems to be 
quite unsuitable for his age and state of devel- 
opment. It may be easier to recognize faulty 
sexual development in a physical way than to 
know when the child has a mental or emotional 
problem about sex. There may be such a phys- 
ical problem, for example, when testes do not 
descend or when a girl has not menstruated by 
the late teens. t 

At some stage in his life nearly every child 
quite normally prefers friends of his or her own 
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sex. This is likely to be true in the several years 
just before or during the earlier teens. Such 
young friends may experience a fine and loyal 
devotion to each other. 

However, a same-sex friendship sometimes 
develops into a “crush,” in which case all other 
friends are jealously excluded. Occasionally the 
two young friends fall into the same kind of 
fondling and embracing that accompanies sex- 
ual relations. As a rule, they outgrow the re- 
lationship and move on to an interest in the 
opposite sex, although unfortunately this is not 
always the case. 

For this reason, young people need to under- 
stand that an intense, exclusive friendship with 
the same sex may keep a boy or girl from de- 
veloping into a young adult who is able to fall 
in love and marry. The term “homosexual” is 
usually applied when friends of the same sex 
express their attachment in caresses of a sexual 
nature. 

In any large community, there are likely to 
be adults who seek out young boys or girls to 
establish a homosexual relationship. Respon- 
sible men and women should be aware of this 
problem, and should protect the children and 
youth in their care by appropriate instruction. 
For the little child, the customary instructions 
against talking or going away with strangers 
may be enough, or a warning may be added to 
stay away from places known to be unsafe for 
children or from lonely places when the child is 
by himself. 

Older boys and girls will need a fuller expla- 
nation of homosexuality. Occasionally youth 
may be approached by a homosexual adult who 
occupies a respected place in the community. 
Such a situation is difficult, but young people 
can be advised to avoid all situations when they 
are likely to be alone with the individual. 
Young people need to know that such things do 
happen and what to do in such an event, but 
warnings should be given in such a way as to 
avoid creating a general attitude of fear and 
distrust. 


Keeping Communication Open 


_ Although modern life is not always condu- 
cive to leisurely talk, some of the best oppor- 
tunities for sex education may be found in 
unhurried conversations between adults and 
children or young people. Such discussions 
about sex are most likely to develop if the 
younger generation has discovered that it is 
easy to exchange ideas with mother or dad or 
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with this teacher, club leader, family doctor, or 
minister. If young folk have learned that par- 
ents or older friends always have time to talk 
about the new puppies next door, or shooting 
stars, or who won the swimming races, or what 
friends are going steady now, they are likely to 
feel free also to ask their questions about sex. 
Always provided, of course, that they haven't 
been shushed or embarrassed for doing so. 

Perhaps you know certain people who have 
never learned that good conversation is a two- 
way street; when they are on the scene, all the 
talk seems to flow from one direction. Even 
adults who give other adults the courtesy of a 
listening ear, sometimes take over the conver- 
sation with children and youth to such an ex- 
tent that the ideas of the young people are 
never expressed. 

This is especially unfortunate from the point 
of view of sex education, since it is necessary 
for adults to know what puzzles children and 
what young people are thinking. With young 
children, it is important to hear about the fan- 
tasies that often persist even when sound in- 
formation has been given them—for example, 
when a child keeps believing that he was born 
through the navel, or was adopted, though he 
has been told the truth. 

As has been pointed out, youth in their teens 
may need guidance in reaching decisions about 
sexual conduct. At this age, when they are test- 
ing and often challenging the ideas of their el- 
ders, young people need to know adults who 
will listen to their views and discuss them on 
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their merits instead of dismissing them on the 
grounds that “older people know best.” 

In guiding the sex education of children, you 
need to learn to listen, not only to what they 
say, but what they do not say. “My little girl 
never asks about sex,” some parents may ob- 
serve. Possibly her curiosity has been satisfied 
by what playmates have told her or by conver- 
sation she has overheard. How will her parents 
know what peculiar misinformation she may 
have accepted unless they make it easy for her 
to talk with them? 

“This group of junior high school young- 
sters showed no interest in the family life ed- 
ucation materials when they sat in with our 
church school teachers to choose the units of 
study for next year. I don’t know why—those 
units are usually in demand,” said the director 
of religious education in a large church. There 
could be a dozen explanations. The teachers 
and youth leaders may find the reasons why if 
ears are tuned to listen and if the channels of 
communication run two ways. 


A Cooperative Task 


There is need for the cooperation of many 
groups in a community if its atmosphere is to 
be favorable for the sex education and develop- 
ment of its children. First of all, do parents do 
all they can to carry their responsibilities? 
And do the parents of the community receive 
help from whatever appropriate agencies are 
available in a locality? Do parents have the 
help they need from schools and churches? Are 
the recreational facilities adequate? Do the 
courts and the police have specially-trained 
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persons to work with children and youth, such 
as psychologists, social workers, psychiatrists? 
Does a community film council report on mo- 
tion pictures in terms of their values for chil- 
dren and young people? Is a representative 
community group alert to the situation about 
pornographic publications, and is there a pro- 
gram of education in the community to help 
parents deal with the problem? Does the health 
department have an active and adequate pro- 
gram of health education and a program for the 
control of venereal diseases? Is prostitution a 
problem; if so, what is being done about it? Is 
there an adult education program and does it 
offer young parents the chance to study child 
development and to learn how to guide the sex 
education of their children? Are there marriage 
counseling facilities in the community? Guid- 
ance facilities for children and youth who are 
emotionally disturbed? Is there a local health 
council and is it interested in sex education? 

The increase in the number of voluntary 
agencies and of county, state, or federal agen- 
cies concerned with health, education, and 
social welfare—along with the extension pro- 
grams of universities—is gradually bringing 
such services to many communities for the first 
time. But in both city and country, citizens may 
need to learn how to make more effective use of 
available facilities through better teamwork. 

In the preceding list of community factors 
that may be important in a child’s experiences 
with sex, there is room for the efforts of every 
adult who hopes that young people may grow 
up in happy families, establishing in turn their 
own families based on the firm love of parents 
for each other and their children. 


CHAPTER SEVEN 


MENOPAUSE 


FORTUNATELY, in spite of a wide variety of 
superstitions and old wives’ tales, most women 
experience the menopause serenely and in good 
health. The average age for the menopause is 
44.5 years, but a wide variation from this is 
perfectly normal. Twelve per cent of women 
reach the menopause between 36 and 40, 15 
per cent between 51 and 55, and another 6 per 
cent earlier or later. Many factors influence the 
time of the menopause, among them the 
woman’s heredity, her general state of health, 
and the climate in which she lives. 

Most women are aware when the menopau- 
sal changes are occurring and find little cause 
for alarm. Others may go through a period of 
one to four years when discomfort and uncer- 
tainty regarding their health play havoc with 
their daily lives. Since it is well known that dis- 
turbing symptoms are intensified by excite- 
ment and nervous tension, it is well to learn 
something about what happens during the men- 
opause and approach it with understanding. 

Women are beginning to realize that many 
symptoms commonly regarded as menopausal 
are due in part merely to the aging process. 
Conditions which affect men as well as women 
are obviously not due to the female change of 
life. Arthritis, diabetes, hardening arteries, high 
blood pressure, heart and kidney diseases, di- 
gestive disturbances, and bronchitis—all com- 
mon in the middle and later years—are due to 
causes other than the diminished activity of the 
sex glands. They are coincidental with, rather 
than due to, the menopause. 

Menopause means simply the gradual 
lengthening of time between menstrual periods 
or a diminished amount of bleeding at each 
period until finally a woman realizes that men- 
struation has ceased. This may happen slowly, 
or rather quickly. As the ovaries grow older, 
their function declines. Women vary greatly in 
their response to this. A number of factors, not 
yet fully understood, are involved when dis- 
turbing symptoms appear during menopause. 
The rapidity of decline in ovarian activity, the 
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state of a woman’s nervous system, and her 
emotional stability seem to be important. 

Decreasing ovarian activity begins several 
years before the cessation of the menses and 
continues for a time thereafter. These periods 
before, during, and after menopause are called 
premenopausal, menopausal, and postmeno- 
pausal. Together they are the climacteric. 

The signs and symptoms of each period are 
as follows: 

¢Premenopausal: skipped menstrual periods 
and scanty or lessened menstrual periods. 

©Menopausal: menstruation ceases; this 
cessation may be accompanied by a variety of 
systemic disturbances. 

ePostmenopausal: these years are normally 
characterized by good health, assurance, and 
more stability of thought and action. 

There is not, as many women fear, any de- 
cline in sexual desire in women who had nor- 
mal responses earlier in life. A happy love life 
is not only possible for older people, but good 
for them as well. Marriage for love and com- 
panionship late in life has the full approval of 
psychiatrists. In one respect, at least, meno- 
pause may enhance the enjoyment of marriage 
in later years: many couples welcome release 
from the possibility of pregnancy. But it is in- 
teresting to know that there are rare cases of 
pregnancy after apparent menopause. A Brit- 
ish woman gave birth to twin boys more than 
a year after a typical menopause and cessation 
of menstrual periods. 

Women sometimes feel that life is unfair to 
their sex in that men do not have the equivalent 
of a menopause. There is debate as to whether 
they do or not. Certainly men as well as women 
experience a diminution in sex hormone secre- 
tions and a lessening of sexual activity. Con- 
tinual sexual enjoyment may be possible for 
women after it has ceased to be so for men. 

The severity, mildness, or complete absence 
of distressing symptoms during menopause 
apparently depends on the withdrawal of the 
ovarian hormone. In other words, if cessation 
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of ovarian activity is abrupt, the woman may 
suffer severe withdrawal symptoms. On the 
other hand, if the cessation is gradual, there 
may be little or no disturbance. 

Because for most women the complaints 
during this period are relatively minor, many 
are reluctant to visit their family doctor at a 
time when they need advice and guidance the 
most. It is all too common to blame the meno- 
pause for conditions which at another time 
would be considered alarming. Any unusual 
symptoms should be reported to the doctor so 
they can be diagnosed and treated if necessary. 

Some of these symptoms are any abnormal 
vaginal discharge, spotting between periods, 
excessive or too frequent periods, and periods 
that last too long. Unusual irritation or ulcera- 
tion of the genitals should be reported. Any 
urinary or bowel disturbances, abdominal pain, 
distention or swelling, bearing down sensations 
in the lower abdomen, or continued backache 
should be called to the attention of the doctor. 

Cancer is a major cause of fear and worry 
in the minds of many women approaching men- 
opausal age. It is wise to fear cancer enough to 
have periodic physical examinations. Some of 
the checks a doctor may use for this purpose 
include palpation, or pressing the abdomen 
with the fingers; direct examination with in- 
struments that let the doctor see the vagina and 
cervix or neck of the womb; microscopic ex- 
amination of cells wiped from the vagina or 
uterine cervix or samples of tissue removed 
from the inner walls of the uterus; x-ray exam- 
ination; or other tests the doctor may feel nec- 
essary. When a doctor suggests these tests, he 
is doing so to be sure the patient does not have 
cancer, not because he thinks she does. 

In some women it becomes necessary to re- 
move the uterus (a hysterectomy). In such a 
case, every effort is made to keep the ovaries 
intact, if they are normal, to avoid premature 
menopause, sometimes called “surgical meno- 
pause.” This, when it occurs, requires the same 
medical treatment as would the normal meno- 
pause, but it may create more difficulties be- 
cause removal of the ovaries causes more 
abrupt changes than does their gradual aging. 
Since this may occur in relatively young 
women, the psychological aspects of the situa- 
tion may be aggravated, particularly in relation 
to the sexual aspects. The removal of the 
uterus, of course, banishes any possibility of 
more children. 

The exaggerated emotional reactions suf- 
fered during the menopause by women of past 
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During menopause there is reduced action of the ova- 
ries. This sometimes reacts on the other glands, pro- 
ducing symptoms which can usually be overcome. 
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generations are less common today. Despite 
the persistence of many superstitions, women 
in general understand their body functions, in- 
cluding those related to sex, better than for- 
merly. They eat, dress, and exercise more 
sensibly. They are less reluctant to seek medi- 
cal care than they were 50 or a 100 years ago, 
and there is more and better medical know- 
ledge. They are not encouraged to the same 
extent to fear the menopause by the spreading 
of old wives’ tales. There is less reading of ro- 
mantic fiction in which the heroine always 
suffered from severe emotional problems re- 
lated to the “change.” Women have more in- 
terests in life as they grow older, and less time 
to feel sorry for themselves. All this adds up to 
a much more calm, sensible, and practical ap- 
proach to the menopause. 

What kinds of therapy are available for the 
few women who don’t pass smoothly through 
the change of life? A wide range of treatments 
is available today. For some, mild sedatives 
are enough. 

Many others who experience distressing 
symptoms are in need of hormone replacement 
therapy. This type of treatment supplements 
the reduced supply of estrogen. By making the 
transition more gradual, it removes the cause of 
the symptoms. Careful and frequent follow-up, 
including laboratory and other examinations, 
are essential during the early treatment period. 

The need for replacement therapy, the dos- 
age, and the methods of administration will 
depend on the physician’s appraisal of the pa- 
tient’s condition as well as her response to the 
treatment. Where vasomotor disturbances such 
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as hot flushes (having to do with the dilation 
and contraction of the surface blood vessels) 
are severe—occurring 15 to 20 times during 
the day and so frequently at night as to disturb 
sleep—hormonal therapy may be extremely 
beneficial. 

In a few instances, the menopause may be 
accompanied by shrinking of the genitals, caus- 
ing annoying itching. The doctor can some- 
times alleviate such itching with medical 
treatment or surgery. 

The responsibility for a serene menopause 
and later life rests first and foremost with the 
woman herself. Medical science, through the 
doctor, can alleviate menopausal symptoms 
and produce a gratifying sense of well-being. 
But it can’t bring back youth to anyone. The 
aging processes must go on, but we can stay 
young in spirit. A healthy outlook is earned 
through intelligent effort. 

Daily routines are important. More rest and 
relaxation are necessary during the menopause. 
Many women push themselves to keep up full- 
scale activity. Many have families and are apt 
to place the needs and interests of family ahead 
of their own health. As their families grow up, 
many women branch out into social and wel- 
fare activities which may become mentally and 
physically tiring. One of the first considera- 
tions, then, is to learn to say a polite but firm 
“no” whenever any activity threatens to be- 
come too much of a good thing. But a woman 
who has lived a full life need not suddenly start 
babying herself or go into so-called “retire- 
ment.” There is a happy medium, and the trick 
is to find it and stick to it. 


CHAPTER EIGHT 


YOUR FAITH AND YOUR HEALTH 


THE HAPPY FAMILY is the one that lives in 
total health. Total health involves the spiritual, 
the emotional, and the social aspects of life as 
well as the physical. The emotional component 
of illness can—and often does—lead to a physi- 
cal problem. The strain, the stress, the tension 
of this world both inside and outside of the 
home demand and require that we seek help 
and assistance from others to maintain our total 
health. 

Our normal reaction in times of illness is to 
seek out those professional persons who are 
trained and prepared to meet our problem. We 
turn to practitioners of medicine, dentistry, 
social work, psychology, occupational therapy, 
psychotherapy, and the other fields—in fact all 
of those who constitute the health team. There 
is an area underlying all of this which has seri- 
ous effect upon our well-being. This is encom- 
passed by that strange and almost undefinable 
word—faith. Centuries ago one writer defined 
faith as “the substance of things hoped for; the 
evidence of things not seen.” Though individ- 
ually we may not be able to define it, yet we 
do recognize that in our life—not only in our 
physical but in our emotional, social, and spiri- 
tual life—we do have a faith. 

The physician is a man of faith. He has faith 
in many things. He has faith in his God-given 
talents, his skill, his ability; in the nurses, the 
drugs, the facilities; but more than this he 
knows well that it is more than himself, it is 
more than the pill, the drug, or the surgery that 
makes for total health and the cure of illness. 
His faith may not be the particular faith of your 
family, but as a man of compassion he under- 
stands and comprehends the importance of 
your faith, 

As your physician it is his desire that he treat 
and care for you within the faith which you 
hold. In some cases he may need information 
from you as to what your faith directs so far as 
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treatment is concerned. Speak freely with him 
as to what you desire or what your faith re- 
quires. He is a man of understanding. He de- 
sires to treat and care for you within your faith 
so that he may make your total health possible. 

A strong determined faith, not only of the 
individual but within the family, creates mental 
and emotional security and helps allay the anx- 
ieties within the family as well as those strains 
and pressures outside it. The world is big. 
Man’s knowledge has become so vast that no 
one of us can thoroughly understand it all. We 
find ourselves frequently in the position of 
seeming so small in comparison to all there is 
about us and all there is to know. Faith creates 
for us a bulwark, a strength, a hope, a power 
that gives to us the courage to cope with many 
of the major difficulties that can strike at fam- 
ily life. The family that has a faith is a family 
that has strength. 

The faith of the individual plays an impor- 
tant part in times of serious illness, when meet- 
ing those periods in our lives when tragedy 
strikes our family. Your doctor understands 
and recognizes the importance of faith in such 
times. Your faith gives you patience in long ill- 
ness and suffering, gives courage to face the un- 
known, gives confidence in the care and treat- 
ment of your illness. Your faith gives assurance 
and hope in the moments of weakness. d 

Fear of the unknown ofttimes creates an 
illness within the family that is far deeper and 
more serious than the existing physical circum- 
stances. In surgery, in medical treatment that 
involves the unknown, in moments of tragedy 
that strike our home—in these moments grief 
fills our hearts. We need not only physical care 
and treatment. In moments such as these our 
spiritual life can bring us that “treatment” of 
which we are in need. 

Your clergyman, knowing your faith, can be 
a real colleague of your doctor in meeting the 
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needs and the requirements of your family. The 
two complement each other in your care and 
treatment. A period of illness is not the time to 
separate yourself from your faith. It is not the 
time to hide your faith in secret in the belief 
that perhaps the physician is not concerned. In 
such circumstances no simple treatment or pill 


will quickly solve the problem or relieve the - 


grief or sorrow that has filled your heart. Only 
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the confidence that you have in your physician 
and his treatment and the strength which comes 
from your faith make possible a return to total 
health. 

The father of modern surgery, Ambroise 
Pare, a Frenchman of the 16th century, said in 
a simple phrase what is meant here: “Je le 
pansay, Dieu le guerit.” Freely translated it 
means, “I treated him, God healed him.” 


CHAPTER NINE 


AGING IN THE HOME 


THERE ARE AT PRESENT in the United States 
more than 19,000,000 persons over 65 years 
of age. With the increasing life span due to 
medical advances, with expanding health 
knowledge in the possession of the layman, and 
with better living standards, this number is ex- 
pected to increase in the future—and all must 
have somewhere to live. 

While the number of older persons living 
with their children has declined in recent years, 
there is still a substantial percentage who, for 
varying reasons, are living in a three-generation 
household. Many of us can look forward either 
to having an older person in our homes or to 
living with our children when we ourselves be- 
come older. 


The Need for Adjustment 


There are adjustment problems involved 
when several generations live together. How- 
ever, with adequate preparation, mutual under- 
standing, and recognition of the needs and 
capabilities of those involved, problems can be 
avoided or minimized and the experience can 
be a rewarding venture in family living. 

What do we mean by adequate preparation? 

Ideally, preparation should begin in child- 
hood. If, as a number of authorities in the field 
of aging maintain, “intelligent application of 
existing knowledge should produce an average 
life expectancy of 90 to 100 or more years,” 
today’s children must be educated to the re- 
alization that a major portion of their lives will 
be lived as “senior citizens.” In the process of 
orienting them for their future role as seniors 
they will become aware of the needs and desires 
of today’s seniors, 

This education can be applied in two basic 
settings; in the school and in the home. In this 
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latter setting, perhaps the best approach is ex- 
emplified by a variation on the “golden rule:” 
Do unto your parents as you would have your 
children do unto you. To put it another way, 
the attitude of today’s parents toward their own 
parents and the memories which they retain of 
their own childhood will largely determine 
what they can expect from their children. 

When grandparents maintain their own 
household, of course, conflict and strain are 
usually at a minimum since each generation is 
free to do things in its own way. The right of 
the older woman to be mistress of her home, 
the right of the older man to pursue his hob- 
bies, the pleasure of inviting friends in for an 
evening, the enjoyment of indulging their 
grandchildren, all these seem perfectly natural 
and they are natural to the older person or 
couple living alone. But these everyday activ- 
ities can produce irritation and stress if not 
properly handled when the older couple lives 
with their children. 

The melding of two households into one can 
be difficult, but it doesn’t have to be. If the 
pleasures and the pitfalls are frankly faced and 
planned for before the move is made—or even 
after the two or three generations are under one 
roof—the pitfalls can be avoided and the plea- 
sures enjoyed, An examination of some of the 
problems involved—the factors which can 
make this a difficult situation instead of the 
warm, rewarding experience it should be—will 
be worthwhile. ’ 

The typical older woman moving in with her 
children has for many years been the mainstay 
of her own household with many demands 
upon her time. At first, being the older genera- 
tion in her son’s or daughter’s household, her 
additional leisure is enjoyable, but gradually 
days without meaningful activity become long 
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and empty. In an effort to be helpful and par- 
ticipate constructively in family life, to over- 
come this feeling of ““uselessness,” she may try 
to assist the younger woman with some of the 
household chores. However, if this is done in a 
haphazard manner rather than carefully plan- 
ned and scheduled, the younger woman may 
interpret such actions as an unspoken criticism 
of her housekeeping ability with resulting strain 
and bad feelings. 


Avoiding Friction 


Older couples obviously enjoy and indulge 
their grandchildren—even to the extent that 
the young parents are sometimes frustrated in 
their attempts at discipline. This, too, can be a 
potential source of friction. 

On the other hand, now that the younger 
couple have “built-in baby sitters,” it some- 
times becomes too easy to abdicate parental 
responsibility to the grandparents, especially 
when the children become irritating. This can 
be a particularly disturbing situation when it 
occurs without inquiry as to the plans of the 
older couple, that is when the younger couple 
assumes that the oldsters will always, at any 
time of the day or night, be eager and willing to 
care for the children. 

The older man especially may have great 
difficulty in adjusting to his new role, since at 
first his opportunities for meaningful participa- 
tion in family life may seem even more limited 
than those of his wife. 

He may wish to do some work in the garden, 
to care for the lawn or, perhaps, to lend assist- 
ance in some minor repairs around the house. 
But he feels hesitant about stepping into the 
younger man’s domain. A considerable portion 
of the activities of their earlier years in their 
own home probably revolved around enter- 
taining friends. Now, however, they may feel 
reluctant to continue these relationships in this 
new environment for fear of imposing on their 
children. 

While these specific situations will of course 
not occur in every three-generation home, they 
do serve to illustrate some of the general areas 
where stress and friction may arise. 

The need for companionship, privacy, sep- 
arate friendships, mutual consideration, tol- 
erance, courtesy, and usefulness are not limited 
to older people but rather are universal needs. 
With proper understanding and planning these 
needs can be satisfied in a three-generation as 
well as two-generation household, and stress— 
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a normal part of any relationship—can be kept 
to a minimum. 

It is obvious that senior citizens are eager to 
contribute and to participate in family life to 
the fullest extent possible. Their relationships 
with children and grandchildren are usually 
good and they take pride in their family. The 
problem arises in determining just what ave- 
nues this participation and contribution should 
follow. 

One of the best approaches to a solution is a 
frank discussion between the members of the 
household in regard to the preferences, desires, 
and obligations of each. A flexible schedule of 
activities can be developed. For example, it 
could be agreed that the older woman watch 
the children and cook two afternoons a week, 
thus enabling the younger woman to have time 
to shop and visit with friends. Or perhaps the 
garden could be declared the province of the 
older man. If at all possible, the older couple 
should assume a share of the financial obliga- 
tions of the household—not so much for the 
budget’s benefit as for their own. 

It could also be arranged that when mutual 
friends are to be entertained, both couples will 
be present, but the particular friends of each 
will be entertained separately on evenings when 
the other couple has an outside engagement. 
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It should be recognized that older people in 
the home are a real asset in terms of what they 
can contribute in experience and help, but 
certain guidelines should be followed. The 
younger couple, for example, has primary re- 
sponsibility for raising their children and, while 
the grandparents can certainly be of help in this 
area, the final decision-in disciplinary matters 
must rest with the younger generation. Each 
generation has a need for both privacy and 
companionship, and achieving a proper bal- 
ance between the two will create the most en- 
joyable family climate. 


Good Grooming and Order 


Personal neatness and grooming is, of 
course, essential for every individual, whatever 
his age. With an increase in the number of per- 
sons in a household, personal living habits be- 
come even more important. It may not be too 
irritating if one person throws his coat on the 
chair as he comes into the room but if four or 
five people have this habit, it could become a 
major bone of contention. It has been well said 
of marriage that while the big problems are 
usually discussed and solved, it is the little ones 
that lead to disruption. The same holds true for 
the two or three-generation household. 

While many adjustments must be made by 
the younger generation, it is perhaps the oldster 
who must make the major ones because he or 
she is entering an already established house- 
hold with a well entrenched routine. The fol- 
lowing are a few suggestions for the older adult 
which may make life more pleasant for every- 
one concerned. 

From his vantage point of added years and 
experience, the senior is in a unique position to 
provide valuable advice and counsel in many 
matters. However, he should try to avoid offer- 
ing such counsel indiscriminately and arbitrar- 
ily. Waiting until one is asked before venturing 
an opinion on someone else’s problem is the 
best way of insuring that such opinions will be 
well received and sought in the future. 

Too, younger family members will not ac- 
tively seek the advice or consultation of the 
senior if he tends to be over-talkative or harps 
upon the past. Of course a person of any age 
can be a “tedious talker.” When such a person 
is younger, he is called a bore, but when one is 
older, people are ready to seize upon this as 
proof that he is senile. Any good conversation- 
alist realizes that the present is related to the 
past—but he is not excessively concerned with 
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it. Those who dwell too much on the past usu- 
ally do so because they are not sufficiently 
active or engaged in the events of the day. 

It is evident that if the senior is to be an in- 
tegral part of the family, he must participate in 
its affairs. But just as he values his privacy, so 
do the other members of the family value 
theirs. While it is natural that the senior have 
an interest in family affairs, he must be careful 
not to carry such interest to the point at which 
it becomes an invasion of privacy. One who 
goes beyond this point may become a meddler 
rather than a participant in the eyes of younger 
family members. 

Another pitfall to be avoided is that of 
demanding preference and sympathy merely 
because of one’s age. One who constantly com- 
plains or indulges in self-pity—regardless of his 
age—is engaging in a demonstration of self- 
centered concern that cannot help but set him 
apart from other family members. It is ex- 
tremely difficult for young people to maintain 
a kindly attitude, no matter how deep their 
love, when the oldster concerned constantly 
seeks special attention. Attention and affection 
will stem naturally from the contributions the 
older individual makes to family life, but not 
from demands for special considerations. 

Perhaps the major injunction is that special 
efforts should be made to insure that one does 
not demonstrate the unpleasant characteristics 
that some people associate with great age. 
Probably the best way to avoid either overpro- 
tectiveness or rejection by the family is to strive 
to do things with the same ease as when one 
was younger. It can help modify or may elimi- 
nate the tendency of younger members to set 
the older ones apart. 


AGING IN THE HOME 


Younger and older generations have much 
to offer each other. Both can enrich the home 
in many tangible and intangible ways. The key 
to successful living is to exploit these ways and 
encourage each family member to make his 
own unique contribution to a more healthful 
and happier home. 


Health Maintenance 


Physicians generally agree that chronic com- 
plaints develop more frequently when a person 
is idle and without interests to occupy his time. 
It is easy for the idle oldster to overconcern 
himself with physical troubles—real or imag- 
ined, The human personality abhors a vacuum. 
For some people an easy way to fill the vacuum 
is with excessive attention to their aches and 
pains. The physical and mental health of the 
older person can be affected by loss of status, 
lack of meaningful activity, and by isolation. 

Thus one of the first priorities in health 
maintenance for the older person is participa- 
tion to the fullest extent possible in home and 
family activities, along the lines suggested. 

Another, and one of the most important 
“health assets” an older person, Or any indi- 
vidual young or old, can develop is a good 
working relationship with his physician. The 
older individual should be encouraged to visit 
his physician at regular intervals for a periodic 
health appraisal. Such an appraisal should in- 
clude not only a physical examination or re- 
examination, but also examination of such 
areas as mental and emotional well-being, nu- 
trition, physical exercise and recreation, Sen- 
sitizations and allergies, and any social-psycho- 
somatic problems which may be present or im- 
pending, 


Nutrition for the Elderly 


Older persons require the same basic nu- 
tritional elements as do those of other age 
groups. These requirements can be satisfied by 
a daily diet consisting of certain amounts of the 
four basic food groups: the milk group; the 
meat group, which includes such protein food 
as fish, poultry, eggs, and cheese, with dried 
peas and peanut butter as occasional substi- 
tutes; the vegetable and fruit group, and the 
cereal group, including whole grain and en- 
tiched bread, cereal, and potatoes. 

However, because in later adulthood certain 
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physiological requirements lessen and a person 
usually is not as active physically as in his 
younger years, he does not need to consume as 
many calories. Thus it is important that the 
older individual make an effort to cut down on 
those high calorie foods which do not also pro- 
vide needed protein, vitamins, minerals, and 
other nutrients. Conscientious watching of 
weight trends and periodic consultation with 
one’s personal physician as to dietary practices 
will help insure correct nutrition. 


Keeping Active 


In later years the individual often has more 
time for regular exercise. This can be an impor- 
tant foundation stone of good health. The 
amount and type of exercise will, of course, 
vary with the strength, aptitude, and preference 
of the individual, and may consist of anything 
from a brisk walk to an hour of doubles at ten- 
nis. The important thing is that it be regular. 
Anyone contemplating a very strenuous pro- 
gram should discuss it with his physician 
before beginning. A regular exercise program 
can lead to: improvement in general tone and 
strength of the muscles involved, including the 
heart muscle; increased efficiency of arterial 
and venous blood circulation; improved respi- 
ratory function and efficiency; improved diges- 
tive and bowel function; assistance in main- 
taining ideal body weight; and dissipation of 
mental and physical tensions. 


Safety in the Home 


A very important factor in maintaining the 
health of the older individual is home safety. 
Because bones tend to become brittle and knit 
more slowly in later years, fractures may re- 
quire longer hospitalization and convalescence, 
and a fall can have serious consequences, 
Home safety basically means common sense. 
Precautions which should be in effect, no mat- 
ter what the age of household members, in- 
clude well-lighted stairways with firm railings 
and free from toys and other clutter, firmly- 
tacked rugs and runners, grab bars in bath 
and shower, kitchen floors free of grease and 
from excessive waxing. (See also Part VII, 
Chapter One.) 

Finally, it should be re-emphasized that 
physical health and family harmony are closely 
interwoven for the older person in the home. 
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CHAPTER ONE 


THE SKELETON 


WE SOMETIMES THINK of our modern build- 
ings and machines as “engineering marvels.” 
But many of the ingenious devices you see in 
bridges, buildings, and machinery first ap- 
peared in the skeletons of animals. 

The primary purpose of the skeleton is, of 
course, to support the rest of the body. It must 
be strong enough to resist great pressures, yet 
flexible enough to absorb a certain amount of 
shock without shattering. 

Because the skeleton is inside the body, man 
and other vertebrates can grow rapidly and 
reach a larger size than most animals that 
carry their bones on the outside like a suit of 
armor. 

Since the human skeleton is inside and grows 
with the rest of the body, we have constant pro- 
tection of the heart, brain, and certain other 
vital organs by the rib cage, skull, spinal 
column, and pelvis. 
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Let’s take a close look at one of the long 
bones of our bodies—the kind of bones in the 
arms and legs. The femur, the long bone be- 
tween the hip and the knee, is in the general 
shape of a hollow cylinder—the design that 
gives the maximum amount of strength for a 
minimum amount of material. 

The long bones have the general shape of 
tubes, but they are modified at their ends and 
sides, and they aren’t empty inside. The bulges 
at the end of the femur fit into surfaces of 
neighboring bones to form the joints. Ridges at 
various points along the surface of the bone are 
for attachment of tendons and the muscles that 
move the bone. 

The ends of the long bones are filled with a 
meshlike network of cancellous, or spongy, 
bone. The open areas of the spongy bone are 
filled with red marrow. The inside of the shaft 
is filled with yellow marrow. 


THE SKELETON 


The network of spongy bone in the femur 
may appear to be a mixed-up pattern of thin, 
rigid walls. The medical scientists have found 
that the pattern follows exactly the lines of 
stress and strain that occur in the femur when 
you are standing, walking, or jumping. The 
weight of your body is transmitted along these 
lines to the walls of bone on the femur shaft. 


How Strong is Bone? 


There are points along the outside of the 
femur that resist pressures of over 1,200 
pounds per square inch when a weight of 100 
pounds is placed on the head of the bone. Gen- 
erally, bone is as strong as cast iron, but it has 
the advantage of being several times lighter and 
much more flexible. 

More than 20 per cent of the weight of living 
bone is water. Of the remainder, about two- 
thirds is mineral and one-third organic matter. 
The organic matrix is chiefly collagen, a type of 
protein fiber that also is found in tendons, skin, 
and connective tissue. The minerals are salts or 
compounds of calcium, phosphorus, magne- 
sium, and other elements. 

The collagen fibers, the minerals, and a 
cement-like substance are combined in the 
bone in a manner that may be compared to re- 
inforced concrete. The organic matrix and 
mineral components of bone are mixed so 
thoroughly that if the organic matter is burned 
away or the minerals dissolved by acids, the 
remaining material will have the shape of the 
original bone. 

So far we have talked about the skeleton in 
terms of granite and girders, concrete and cyl- 
inders. But the bones in our bodies are not 
simply well-designed pieces of inert material. 
They are filled with a variety of living cells and 
permeated by blood vessels. 

The cells are of three types, each assigned to 
a special job in building and maintaining the 
bone. One is the osteoblast, which is associated 
with the construction of new bone material and 
the repair of broken bones. A second, the os- 
teoclast, is a combination bone demolisher and 
efficiency expert. The osteoclast appears to 
have the task of dissolving bits of bone that are 
not important to, the efficient design of the skel- 
eton. The third, the osteocyte, is a former os- 
teoblast that has been trapped in a tiny space 
within the bone. The osteocyte is assigned the 
job of maintaining the bone around it, using 
repair materials it gets from the blood flowing 
through nearby capillaries. 
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When A Bone Breaks 


When a broken bone begins to heal, a sticky 
material is secreted by the blood. It forms a 
bulgy deposit, or callus, around the break to 
hold the broken ends together. The callus at 
first is cartilage and later becomes bone. Then, 
after the callus has served its purpose, osteo- 
clasts slowly shave it away. 

The bone minerals are constantly being torn 
down and rebuilt through the blood flow be- 
tween the skeleton and the rest of the body. 
Most of the calcium in the body is found in the 
bones, but the chemical is also needed for the 
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contraction of muscles, the beating of the 
heart, and blood clotting. When the amount of 
calcium available for the heart and other parts 
of the body drops below a certain level, the ` 
blood takes some of the calcium from the 
bones. 

This “feedback” process is an engineering 
marvel that rivals in its efficiency the most 
complicated machines yet invented by man. It 
is a fully automatic method of controlling the 
balance of calcium in the bones, blood, and 
muscles. 


The Bone Marrow 


The red blood cells of the body are produced 
in the spongy area of the long bones, the ribs, 
and the vertebrae. They develop from the red 
marrow at the rate of millions per minute. Thi 
red cells must be produced at this rapid rate 
because the body requires billions of them and 
they live only a few weeks. The shafts of the | 
long bones contain a different kind of marrow, 
called yellow marrow. It consists mainly of fat 
cells, except when the body needs more red 
blood cells than the red marrow can deliver. 
Then, some of the yellow marrow may become 
red marrow. 

A tough, multi-layered membrane, the peri- 
osteum, covers the surface of nearly all parts of | 
the bone. Tiny blood vessels course through the 
periosteum to bring nourishment to the bone. 
The bone matrix is pierced by a network of 
Haversian canals, or tunnels, through which 
blood can pass. Nerves also reach into the bone 
interior through the Haversian canals. And 
larger blood vessels pass directly into the 
spongy bone. 

When you are born you have about 270. 
bones in your body. But after you have reached 
adulthood, some of the separate bones have 
fused together and eventually you have only 
206. For example, five vertebrae fuse into the 
sacrum and four fuse into the coccyx of the 
spinal column. Thus, everyone is born with 33 
vertebrae but has only 26 in later life. 


The Spinal Column 


The flexible stack of vertebrae in the spinal 
column serves as a pillar of bone to support the 
head and trunk of the body. The column also 
protects the spinal cord that extends downward 
from the bottom of the brain. Each vertebra 1$ 
shaped like a circle of bone with a solid cylin- 
der of bone forming the back side of the circle. 


THE SKELETON 


The spinal cord runs through the hollow part 
of the circle and sends nerve branches to var- 
ious parts of the body through openings on the 
sides of the vertebrae. The cylinders of bone 
that form the supporting pillar are separated by 
cushions of cartilage. The cartilage, sometimes 
called gristle, permits you to twist or bend your 
back. It also helps the spinal column absorb the 
shock it receives when you walk, run, or jump. 


The Skull 


At the top of the spinal column is the skull, 
which is composed of 22 flat or irregular 
bones. Eight of the bones form the cranium, 
which is designed to protect the brain. 

The 14 facial bones include the bones of the 
cheeks, jaws, and the upper bridge of the nose. 
The lower part of the nose is not bone but car- 
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tilage. Many of the facial bones contain air 
spaces, or sinuses. These air spaces reduce the 
weight of the skull. 

Several additional small bones in the head 
area include the hyoid, a U-shaped bone at- 
tached to the muscles that move the tongue, 
and the auditory ossicles. The ossicles—known 
commonly as the hammer, anvil, and stirrup— 
are located in the middle ear. They form one of 
the many lever systems within the body. The 
hammer is attached in the inner surface of the 
eardrum. When sound waves vibrate the ear- 
drum, the hammer pushes the anvil which, in 
turn, moves the stirrup. This lever action then 
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transmits the sound to the membrane of the 
inner ear. 

Attached to the spinal column below the 
neck are the 12 pairs of ribs. The top 10 pairs 
are attached by strips of cartilage to the 
dagger-shaped sternum, or breast bone, at the 
front. Thus, they form a cage that is smaller 
toward the top. Because of the loose connection 
of the ribs to the spinal column and the flexible 
cartilage attachments at the sternum, the ribs 
can move when we inflate our lungs. The 11th 
and 12th ribs on each side—called floating 
ribs—are attached to the spinal column but not 
to the sternum. 


THE SKELETON 


The spinal column, along with the skull and 
the rib cage, is called the axial skeleton. The 
arms and hands, legs and feet, plus the bones of 
the shoulder and pelvis, form the appendicular 
Skeleton, It is in this part of the skeleton that 
many of the engineering feats of nature are 
most easily demonstrated. The joint of the 
femur and the hip, for example, is the ball-and- 
socket copied in desk pens and other devices. 
A similar ball-and-socket joint is found where 
the upper arm and shoulder meet. And levers 
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like door hinges are found in the knees, elbows, 
and fingers. 

A more unusual kind of bone linkage ap- 
pears in the forearm, where the radius and ulna 
are parallel when the palm of the hand is up. 
When the palm is turned down, the radius 
crosses over the ulna. This action is controlled 
by pivot-joint arrangements of bones at the el- 
bow and the wrist. The elbow’s hinge action is 
independent of the radio-ulnar twist although 
the same bones are involved. 
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Still other bone movements occur in the 
wrists and ankles. The curved surfaces of fac- 
ing bones in these joints permit angular motion. 


Arches in the Feet 


We frequently hear people speak of the arch 
of the foot. And a close look at the skeleton of 
a foot shows the 26 bones form a nearly per- 
fect arch—the basic type of arch used for cen- 
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turies in bridges and aqueducts. In fact, there 
are two main arches in the foot. One is the 
inner, or longitudinal arch. The other is the 
transverse arch, at right angles to the first. 

Many of the bones of the body begin as 
bone-shaped pieces of cartilage and gradually 
spread throughout the cartilage “mold.” 

Proper nutrition is important in supplying 
the body with calcium and other minerals 
needed for bone growth and repair. 
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Back View 


The skin of an average size 
adult has over 3,000 square 
inches of surface area, weighs 
about six pounds and varies 
in thickness from so of an 
inch on the eyelids to as 
much as ⁄% of an inch on the 
palms and soles. Skin is 
composed of three distinct 
layers: epidermis, dermis and 
subcutaneous fatty tissue. 


The skin protects against the 
invasion of bacteria; receives 
and uses radiation from the 
sun; acts as a temperature 
regulator and cooling 
mechanism; serves as an 
organ of perception for the 
nervous system through its 
many specialized nerve 
endings; keeps blood and 
tissue fluids from escaping. 


One-third of all blood 
circulating throughout the 
body is received by the skin. 


PLATE | shows the 
subcutaneous layer as seen 
from the underside revealing 
some of the networks of 
veins. The larger veins are 
cut at points where they 
penetrate to deeper levels 
to join other veins returning 
blood to the heart. 


2. Abdominal venous plexus 
9. Basilic vein 
23. Cephalic (upper arm) vein 
37. Cubital vein 
41. Epigastric artery and 
vein, superficial 
. Mammillary venous 
plexus 
129, Saphenous vein, 
great 
153. Thoracoepigastric 
vein 
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PLATE I! 
Front View 


1. Abdominal muscle 
a. Abdominal oblique (flank) 
muscle, external 
c. Rectus abdominis (belly) 
muscle 
6. Aponeurosis (strong tendon- 
sheath) of external abdominal 
oblique muscle 
18. Buccinator (cheek) muscle 
23. Cephalic (upper arm) vein 
27. Clavicle (collarbone) 
34, Costae (ribs) 
35. Costal (rib) cartilages 
38. Deltoid (shoulder-arm 
action) muscle 
48. Fascia (sheath of the thigh) 
54. Fossa ovalis (opening for 
saphenous vein) 
57. Frontalis muscle 
59, Galea aponeurotica (strong 
tendon sheath - scalp) 
83. Mandible (jawbone) ) 
84. Masseter (chewing) muscle 
100. Orbicularis oculi (eye) 
muscle 
101. Orbicularis oris (mouth) 
muscle 
106. Parotid (salivary) gland 
and duct 
107. Pectoralis major (chest) | 
muscle 
120. Pyramidalis muscle 
132. Serratus anterior (chest, 
side) muscle 
141. Sternocleidomastoid (head 
rotating) muscle 
143. Sternum (breastbone) 


149. Temporalis muscle 

159. Trapezius (neck-shoulder 
action) muscle 

160. Triangularis (chin) muscle 

163. Umbilicus (navel) 

170. Zygomatic bone (cheekbone) 
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PLATE III 
Back View 


. Abdominal muscles: 
a. Abdominal oblique, ext. 
b. Abdominal oblique, int. 
c. Rectus abdominis 
d. Transversus abdominis 
27. Clavicle (collarbone) 
34. Costae (ribs) 
35. Costal (rib) cartilages 
36. Cranial (brain) cavity 
38. Deltoid (shoulder-arm 
action) muscle 
39, Diaphragm (breathing) 
41. Epigastric artery and vein, 
deep inferior 
48. Fascia (sheath) of thigh 
54. Fossa ovalis (opening for 
saphenous vein) 
55. Frontal (forehead) bone 
73. Intercostal (rib) muscles, 
internal 
78. Lacrimal (tear) gland 
83. Mandible (jawbone) 
85. Maxilla (cheekbone) 
86. Maxillary (cheek) sinus 
96. Occipital bone (skull base) 
99, Omohyoid (tongue depressor) 
muscle 
102. Orbit (eye socket) 
105. Parietal bone (skull dome) 
106. Parotid (salivary) gland 
107. Pectoralis (chest) major 
muscle 
108. Pectoralis (chest) minor 
muscle 
\ 115, Pterygoid muscle, medial 
(closes the jaw) 
125, Round ligament of liver 
130. Sartorius (leg-crossing) 
| muscle 
141, Sternocleidomastoid 
(head-rotating) muscle 
142. Sternothyroid (moves larynx) 
muscle 
143. Sternum (breastbone) 


= 


146. Sublingual (salivary) ' 
gland i 

147. Submandibular (salivary) 
gland 

151. Thoracic artery and vein, 
internal 

152. Thoracic (breathing) muscle, 

| transverse 

159. Trapezius (neck-shoulder 

action) muscle 

163. Umbilicus (navel) 


PLATE IV 
Front View 


5. Aorta (great artery) 
14. Brachiocephalic trunk 
(artery) 
15. Brachiocephalic vein 
19. Carotid artery, left common 
. Carotid artery, right common 
l Cerebellum (hindbrain) 
25. Cerebrum (forebrain) 


i f 32. Coronary (heart) artery and 

r vein, right 

f 4 39. Diaphragm (breathing muscle) 
; then A 45, Eyeball 

we 46. Falciform ligament (support- 


_ ing tissue for the liver) 
49, Femoral artery, vein, nerve 
HI Frontal sinus (airspace) 
| Gallbladder 
61. Heart: 
a. Left auricle 
f b. Left ventricle 
c. Right auricle 
d. Right ventricle 
71. Inguinal (groin) ligament 
74. Intestine, large (cólon) 
c. Transverse colon 
- 75. Intestine, small (jejunum 
and ileum) 
76. Jugular vein, internal 
80. Liver 
81. Lung 
86. Maxillary (cheek) sinus 
93. Nasal cartilages 
97. Omentum, greater (cut) 
98. Omentum, lesser 
109. Pericardium (heart sac, cut) 
116. Pubic bone : 
125. Round ligament of liver 
144, Stomach 
Ù 145. Subclavian artery and vein 


n VD 

til AA 

\ 
w Ini pubis 
150. Thigh muscle 


a, Rectus femoris 
154. Thymus gland 
ia Thyroid (voice box) cartilage 
156. Thyroid gland 
157. Tongue 
168. Vena cava (great vein), 
superior 
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PLATE V 
Back View 


5. Aorta (great artery) 
11. Bile duct, common 
20. Carotid artery, right common 
24. Cerebellum (hindbrain) 

25, Cerebrum (forebrain) 
33, Corpus callosum (connecting 
the brain hemispheres) 
39. Diaphragm (breathing muscle) 
44, Eustachian tube opening 
49. Femoral artery , vein, nerve 
56. Frontal sinus (airspace) 
58. Gallbladder 
61. Heart: 
b. Left ventricle 
d. Right ventricle 
e. Left atrium 
f. Right atrium 
63. Hepatic (liver) artery 
64. Hepatic (liver) veins 
71. Inguinal (groin) ligament 
74. Intestine, large (colon) 
c. Transverse colon 
75. Intestine, small (jejunum 
and ileum) 
76. Jugular vein, internal 
79, Larynx (voice box) 
80. Liver: 
a. Bare area—not covered 
by peritoneum. 
81. Lung 
87. Medulla oblongata (upper 
enlarged part of spinal cord) 
91. Mesentery (supporting 
membrane) of intestine 
95. Nasal turbinates 
98, Omentum (apron of fat), lesser 
111. Pituitary (“Master”) gland 
112. Pons (bridge, connecting 
upper and lower brain centers) 
113, Portal vein 
116. Pubic bone 
117. Pulmonary artery 
118. Pulmonary veins 


126. Root of mesentery 
135, Sphenoid sinus \ 
144, Stomach | 
145. Subclavian artery and vein 
148. Symphysis pubis i 
150. Thigh muscle: 
a. Rectus femoris 
157. Tongue 
167. Vena cava (great vein), 
inferior 
168. Vena cava , superior 


-a 


a i 


d supinates forearm) 
1. B nchus (branch of windpipe) 


c artery 


artery and vein, right 
ragm (breathing muscle) 


a scending 

e. Si id 

75. Intesi ine (duodenum), small 

81. Lung 

88. Mesenteric artery and vein, 
inferior 

89. Mesenteric artery and vein, 
superior 

90. Mesenteric vein, inferior 

91. Mesentery (supporting 
membrane) 

94. Nasal septum 

{ 104, Pancreas 

NO 109. Pericardium (heart sac, cut) 

I| 113. Portal vein 

AA 117. Pulmonary (lung) artery 


118. P monary veins 
9. P orus (exit) of stomach 


58. Trachea (windpipe) 
67. Vena cava (great vein), 
inferior 
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PLATE VII 


Back View 


5. Aorta (great artery) 
7. Appendix, vermiform 
10. Biceps brachii muscle (flexes 


arm and forearm, 
supinates forearm) 


a. Long head b. Short head 
11. Bile duct, common 
16. Brachioradialis muscle 
(flexes and supinates forearm) 
28. Colic artery and vein, left 
29. Colic artery and vein, right 
39. Diaphragm (breathing muscle) 
47. Falx cerebri (membrane 
separating cerebral 
hemispheres) 
62. Hepatic flexure of colon 
66. Ileocolic artery and vein 
67. Ileocolic junction 
74. Intestine, large (colon) 
a. Cecum 
b. Ascending 
d. Descending 
è. Sigmoid 
75. Intestine (doudenum), small 
81. Lung 
88, Mesenteric artery, inferior 
89. Mesenteric artery and vein, 
superior 
90. Mesenteric vein, inferior 
91. Mesentery 
94, Nasal septum 
104. Pancreas 
110. Peritoneum, parietal 
113. Portal vein 
133. Sigmoid artery and vein 
138, Spleen 
139. Splenic artery and vein 
140, Splenic flexure of colon 
158. Trachea (windpipe) 


ERNEST W. BECK 


PLATE VIII 
Front View 


3. Adductor muscles of thigh 
4. Adrenal (suprarenal) gland 
5. Aorta (great artery) 
12. Bladder, urinary 
13. Brachialis muscle 
21. Carpal (wrist) bones 
22. Celiac artery 
24. Cerebellum (hindbrain) 
25. Cerebrum (forebrain) 
26. Cervical nerves 
27. Clavicle (collarbone) 
30. Coracobrachialis muscle 
33. Corpus callosum 
34. Costae (ribs) 
38. Deltoid muscle 
39. Diaphragm (breathing muscle) 
42. Epiglottis (windpipe valve) 
43. Esophagus (gullet) 
44, Eustachian tube opening 
49. Femoral, artery, vein 
and nerve 
50. Femur (thigh bone) 
51. Flexor carpi radialis muscle 
53. Flexor digitorum sublimis 
muscle (bends fingers) 
55. Frontal (forehead) bone 
56. Frontal sinus (airspace) 
60. Gluteus medius muscle 
65. Humerus (upper arm bone) 
68. Iliac artery and vein, common 
69. Iliacus muscle (bends thigh) 
70. Ilium (hip bone) 
72. \Intercostal (rib) artery, 
vein and nerve 
73. Intercostal (rib) muscles, 
external and internal 
77. Kidney 
79. Larynx (voice box) 
83. Mandible (jawbone) 
85. Maxilla (hard palate) 
87. Medulla oblongata 
88. Mesenteric artery, inferior 


` 89. Mesenteric artery, superior 


92. Metacarpal (hand) bones 

95. Nasal turbinates 

96. Occipital bone (skull base) 
103. Palmaris longus muscle 
105. Parietal bone (skull dorne) 
111. Pituitary (“Master”) gland 
112. Pons (connecting bridge) 
114. Psoas muscles 

116. Pubic bone 

121. Quadratus lumborum muscle 


122. Radius (lower arm bone) 


123. Rectum 

124. Renal artery and vein 

127. Sacral nerve plexus 

128. Sacrum 

131. Scapula (shoulder 
blade) 

132, Sciatic nerve 

136. Sphenoid sinus 

137. Spinal cord 

148, Subscapularis 
muscle 


150. Thigh muscle 
b. Vastus intermedius 
c. Vastus lateralis 
d. Vastus medialis 

157. Tongue 

159. Trapezius (neck-shoulder 
action) muscle 

161. Triceps brachii muscle 

162. Ulna (lower arm bone) 

165. Ureter 

166. Uvula 

167. Vena cava (great vein), 
inferior 
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PALMAR VIEW OF THE RIGHT HAND BACK OF THE RIGHT HAND 
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1. Transverse carpal ligament 8. Abductor digiti V m. 1. Dorsal carpal ligament 
2. Abductor pollicis brevis m. 9. Flexor digiti V brevis m. 2. Tendon of extensor digitorum 
3. Flexor pollicis brevis m. 10. Opponens digiti V m. communis muscle 
4. Abductor pollicis m. 11. Digital ligaments 3. Dorsal interosseus muscles 
5. Lumbrical muscles 12. Annular ligaments 4. Tendon of extensor pollicis longus m. 
6. Flexor pollicis longus m. 13. Pisiform bone 5. Tendon of extensor pollicis brevis m. 
7. Tendons of flexor digitorum 14. Tendon of flexor digitorum 6. Abductor digiti V m. 
sublimis m. profundus muscle , 7. Digital ligaments 


MEDIAL LONGITUDINAL ARCH 


LATERAL LONGITUDINAL ARCH 


TRANSVERSE 
(METATARSAL) ARCH 


ARCHES OF THE FOOT 
THE RIGHT KNEE JOINT 


1. Femur 5. Posterior cruciate ligament 9. Medial meniscus 
2. Medial condyle 6. Head of fibula and ligament 10. Transverse ligament 
3. Lateral condyle 7. Tibia 11. Collateral fibular ligament 


4. Anterior cruciate ligament 8. Lateral meniscus 12. Collateral fibular ligament 


CHAPTER TWO 


THE SKIN 


THE sKIN performs a number of important 
jobs. Among these are protecting the body 
against invasion by bacteria, against injury to 
the more sensitive tissues within the body, 
against the rays of the sun, and against the loss 
of moisture. 

The skin also serves as an organ of percep- 
tion for the nervous system. If we could see one 
square inch of skin under a microscope, we 
would find it contained about 72 feet of nerves. 
We also would be able to count hundreds of 
pain receptors, plus pressure, heat, and cold 
receptors. 

Temperature regulation is still another job 
performed by the skin. That one square inch of 
skin also contains about 15 feet of blood vessels 
which dilate (grow larger) when the body 
needs to lose heat or constrict (become nar- 
rower) when the body must reduce the amount 
of heat loss through the skin. 

When the surrounding air is comparatively 
warm, the skin is cooled by moisture secreted 
by the sweat glands. There are about 2,000,000 
sweat glands over the surface of the body; they 
occur in the greatest concentration on the 
palms of the hands and the soles of the feet. 
The sweat glands are controlled by a heat reg- 
ulator in the brain. The moisture secreted by 
the sweat glands cools the body by evaporation. 

The surface of your skin may look smooth, 
but if you examine it under a magnifying glass, 
you'll see countless ridges and valleys. You also 
will see different patterns of skin texture on the 
palm of your hand and on the back of your 
hand. 

The skin generally is soft and flexible, and 
more elastic in younger people. It varies in 
thickness from about 1/50 of an inch on the 
eyelids to as much as 1/3 of an inch on palms 
and soles. 


The Skin Layers 


Three layers of tissue make up the skin: the 
epidermis, the dermis, and the subcutaneous 


layer. The subcutaneous layer contains many 
fat lobules, blood vessels, and nerves. It links 
the dermis, or middle layer of the three, with 
tissue covering the muscles and bones. It also 
serves as a smooth and springy base for the 
skin. 

As persons grow older, the fatty tissue is 
absorbed. This causes the outer layers of the 
skin to form uneven folds, or wrinkles. 

The dermis, sometimes called the “true 
skin,” is atop the subcutaneous layer. It varies 
in thickness in different parts of the body and 
contains blood vessels, nerves, nerve receptors, 
hair follicles, sweat glands, and oil glands. 

At the top of the dermis is a layer of tiny 
cone-shaped objects called papillae. There are 
perhaps 150 million papillae scattered over 
the body. They are more numerous in areas 
such as the fingertips, where the skin appears 
to be more sensitive. Nerve fibers and special 
nerve endings are found in many of the papil- 
lae. As a result, the sense of touch is best de- 
veloped in areas where papillae with nerve 
endings occur most frequently. 

The papillary layer fits snugly against the 
outer layer of skin, the epidermis, which has 
ridges corresponding to those of the papillae. 
The ridges prevent the various skin layers from 
slipping. 

The ridges on the surface of the fingertips 
form whorls and other patterns, which we call 
fingerprints. Similar ridges appear on the soles 
of the feet. Because it is unlikely that two per- 
sons will have exactly the same pattern of 
ridges, fingerprints are used by the police to 
identify criminals and footprints by hospitals 
to identify babies. The possibility that two per- 
sons would have the same set of fingerprints or 
footprints has been estimated to be one chance 
in 24,000,000,000. 

The top layer of the epidermis, sometimes 
called the horny layer, is made of scales that 


` actually are dead skin cells. They gradually 
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flake off, or soak off when wet. The horny layer 


‘is constantly being replaced by cells pushed 
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toward the surface as new cells are formed in 
the deeper layer of the epidermis. As the skin 
cells move toward the surface, their jellylike 
living substance—protoplasm—is converted 
into horny material. 

In the deeper layer where the new cells are 
being formed, the skin may be colored by a 
Pigment called melanin. Its purpose is to pre- 
vent the more dangerous rays of the sun from 
damaging tissues. Skin color also is influenced 
by a second, yellow pigment and by the pres- 
ence of blood vessels in the dermis layer. 


Tan and Sunburn 


Were all familiar with the changes in the 
skin produced by exposure to sunlight. The 
effects of sunlight vary with the time of the 
year, the geographical area, and the hour of the 


day. Generally, the skin shows a reddening due 
to enlargement of small blood vessels in the 
deeper layers of skin after about 20 minutes’ 
exposure to the summer sun at midday. The 
reddening, called erythema, may not appear 
until several hours after exposure to the sun. If 
the dose of sunlight is intense, the reddening 
may be followed by blistering and peeling of 
the outer layer of epidermal cells. 

If the erythema is not severe, it will fade in a 
few days and the skin will gradually acquire a 
brown coloration that we call suntan. The 


‘brown color is produced by the melanin pig- 


ment which usually is present at the bottom of 
the epidermal layer. 

When skin is exposed to the sun, it is be- 
lieved that melanin pigment moves toward the 
surface of the skin and is replaced by new mel- 
anin in the lower cell layer. One or two weeks 
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may be required to develop a suntan by mod- 
erate daily doses of sunlight. The tan will begin 
to fade if occasional exposure to sunlight is not 
continued. 

Freckles are caused by small areas of mel- 
anin pigment. They usually fade somewhat dur- 
ing winter months and increase in prominence 
during the summer. 


Glands in the Skin 


Two main types of glands are located in the 
dermis. One, already mentioned, is the sweat 
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gland. Under the microscope it appears as a 
tightly coiled tube deep in the dermis with a | 
corkscrew like tubule that rises through the 
epidermis to the surface of the skin. 

The second type is the sebaceous, or oil, ` 
gland. The oil glands usually occur in or neara | 
hair follicle and are located in all parts of the © 
skin except on the palms of the hands and soles 
of the feet. They are particularly common in 
the skin of the face and scalp. The glands are 
flask-shaped and contain an oily substance that | 
is constantly being produced by the glands as 
the fat globules change into oil droplets and 
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move toward the surface of the skin. The pur- 
pose of the oil is to keep the hair and skin from 
becoming dry and brittle. The ceruminous 
glands of the ear, which produce ear wax, help 
to protect the ear canal. 


Hair 


Several kinds of hair are part of the skin. 
They range in texture from the soft, almost in- 
visible hair on the forehead to the long hairs of 
the scalp and the short, stiff hairs on the eye- 
lids. Like the oil glands, hair occurs on all parts 
of the skin except the palms and soles. 

Each hair has a root, which is anchored at 
the bottom of a microscopic shaft called a fol- 
licle. It also has a shaft which extends past the 
top of the follicle. The follicle enters the epi- 
dermis and passes deep into the dermal layer at 


an angle. The follicles of long hairs may extend 
into the subcutaneous layer. Oil, or sebaceous, 
glands empty into the follicle. At the root of the 
hair is a cone-shaped papilla that is similar to 
the peg-like papillae that underlie the ridges of 
the fingers, palms, and soles. 

The shaft of the hair is covered with tiny, 
overlapping scales. An inner layer of cells in 
the hair shaft contains pigment that gives the 
hair its color; in white hair the cells contain air. 
Curly hair appears flattened when seen in cross 
section under a microscope. Straight hairs ap- 
pear round or oval-shaped in cross section. 

Attached to each hair follicle is a small 
bundle of involuntary muscle fibers. Under the 
influence of cold or emotions, the muscle fibers 
contract and the hair becomes erect. The action 
of the tiny muscles also produces “goose flesh.” 

The hair follicles develop as downgrowths 
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of the layers of the skin. The hair then grows 
outward from the bottom of the follicle. Thus, 
the body hair actually is a special form of the 
skin itself. 


Nails 


The fingernails and toenails like hair, are a 
specialized form of skin. The thin layer sep- 
arating the dermis and epidermis, known tech- 
nically as the stratum lucidum, becomes thick 
and hard as the fingers and toes develop. The 
fully developed nail then overlays a modified 
part of the dermis that is the bed of the nail. 
The base portion of the nail is covered by epi- 
dermis. 

The nail bed contains ridges rich in tiny 
blood vessels. The blood vessels give the area 
under the transparent nail its red coloration. 
Near the base, or root, there is less blood cir- 
culation and the nail is not so firmly attached to 
the nail bed. This explains why the lunula, or 
half-moon, area of the nail has a whiter colora- 
tion than the rest. 

The rate of growth of nails varies and de- 
pends upon such factors as the age of the per- 
son and the season of the year. For example, 


87 


nails grow faster in young people and during 
the summer months. 


Blushing and Flushing 


The skin is richly supplied with small blood 
vessels. We already noted that the blood supply 
in the skin accounts for the reddening of sun- 
burn and the coloration of the fingers beneath 
the nails. The blood vessels also account for 
the reddening of the skin when we blush. 

Many of the so-called birthmarks get their 
coloration from the tiny blood vessels concen- 
trated in a small area of the skin, Other birth- 
marks are caused by patches of pigment in the 
skin and are similar to freckles. Moles also are 
pigmented patches. 

Humans with little or no pigment in their 
skin are called albinos. Their skin color is whit- 
ish or pink. The hair is white. Some persons 
have streaks or patches of white hair due to 
partial albinism. True albinos cannot expose 
their skin to summer sunlight and their eyes 
are unusually sensitive to intense light. Nor- 
mally pigmented skins range from pinkish yel- 
low (peach) through yellow and brown to 
black, depending on race. 


CHAPTER THREE 


THE MUSCLES 


To UNDERSTAND how a muscle performs, 
let’s take a look at a piece of muscle tissue as 
it would appear under a microscope. Each bit 
of muscle, we will see, is made of a bundle of 
fibers. Each fiber is about the size of a human 
hair but it can support 1,000 times its own 
weight. We probably have about 6,000,000,000 
fibers in the more than 600 muscles scattered 
through the body. 

There are three kinds of muscle tissue, as it 
appears under the microscope. One kind has 
dark and light bands across the fibers and is 


called striped muscle. It also may be called 
skeletal muscle because it is attached to some 
part of the skeleton. And it is known as volun- 
tary muscle because we have some control over 
it—we use it to throw a ball, lift a book, or 
walk up a hill. 

The second kind is smooth, or involuntary, 
muscle. Compared with the striped muscle, its 
cells are small and delicate, and it lacks the 
dark and light bands of the skeletal muscle. 
This type of muscle handles the work of all the 
internal organs except the heart. Smooth mus- 
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cle is known as involuntary because we do not 
have direct control over its action, for example, 
movements of the stomach and intestines. 

The third kind of muscle tissue, found in the 
heart, is called cardiac. Cardiac muscle fibers 
are striped, but they are not separated from 
each other by sheaths as the skeletal muscles 
are. Instead, they are joined in a continuous 
network. Since we do not have direct control 
over the contractions of cardiac tissue, it too 
is involuntary in action. © 

When a muscle contracts, it becomes shorter 
by as much as a third to a half. And as it gets 
shorter, it becomes thicker. 

Like a regiment of soldiers on parade, each 
fiber reacts in the same manner when the “con- 
tract” signal is given. The signal, in the case of 
voluntary muscles, is sent from the brain 
through the central nervous system. The mes- 
sage is relayed instantly through a network of 


nerves that reach each of the fibers involved. . 


The smooth, or involuntary, muscles receive 
their signals from a different network of nerves, 


the autonomic system. These muscles function. 


automatically and we usually are not even 
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aware of their action. But without the auto- 
matic work of the smooth muscles we would 
not be able to digest food or continue breath- 
ing when asleep. 

Actually, you do not consciously make any 
muscle contract on “command.” You don’t tell 
your biceps to contract. You decide to bend 
your elbow and your brain and central nervous 
system translate the message and route it to the 
muscle fibers concerned. 

The biceps is a part of a team that moves the 
arm. It can bend the elbow, but it cannot by 
itself move the forearm back to its former posi- 
tion. To straighten the arm, the triceps must 
contract. The members of such a muscle team 
are called the flexor and the extensor. The 
flexor bends the joint and then the extensor 
straightens it. 


Skeletal Muscles 


Skeletal muscles are of various shapes and 
sizes appropriate to the jobs each must per- 
form. Some are spindle-shaped, wide at the 
center and tapered at the ends. Some look like 
big feathers with filaments spreading out from 
a center line. 


ASSETER MUSCLE 
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The skeletal muscles are attached to bones, 
through the periosteum. Actually, muscles 
taper into tough fibrous tissues called tendons 
which in turn are attached to rough surfaces on 
the bones. 

Tendons are so strong that doctors some- 
times find cases in which a bone breaks before 
the tendon attached to it gives way. Ligaments 
are like tendons, but ligament fibers will stretch 
and they join bone to bone instead of muscle to 
bone. 

When muscles join bones, one of the bones 
usually serves as an anchor to help move the 
other bone. The point where the muscle joins 
the “anchor” bone is called the origin. The at- 
tachment to the bone that moves is called the 
insertion. 

Two of the powerful biting muscles that 
move the jaw are the temporalis and the mas- 
seter. When these muscles contract, with the 
help of other muscles along the jaw, we are able 
to chew and grind our food. 

The sternomastoid muscles on either side of 
the neck make the head nod when they con- 
tract at the same time. If one contracts, the 
head is turned to the opposite side. 

At the shoulder are the deltoid, the trapezius, 
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and the pectoralis major. The deltoid is the 

muscle that gives the top of the arm its 

“rounded” shape at the shoulder. The trape- 

zius, among other duties, shrugs the shoulders 

when it contracts and lets the shoulders sag 

when relaxed. The pectoralis is the muscle» 
that spreads over the chest, in front of the arm- 

pits, and attaches to the humerus. This muscle 

helps bring the arm across the chest. 

Below the insertions of the biceps and tri- 
ceps, on the forearm, are a series of muscles 
that help move the fingers. These muscles di- 
vide into tendons which extend down to the 
fingertips. 

The tendons pass through sheaths in the 
wrist, hand, and fingers. The sheaths are tun- 
nels that keep the tendons close to the bones 
they move and serve to protect them. 

Many of the muscles, like the bones of the 
skeletal system, do double duty—they protect 
the nerves, blood vessels, and vital organs as 
well as support and move the various parts of 
the body. 
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The big muscles of the lower extremity in- 
clude the gluteal muscles on the buttocks, the 
quadriceps and sartorius in the thigh, and the 
gastrocnemius and soleus in the calf. 

The gluteal muscles contract to move you 
from a sitting to a standing position, help you 
walk upstairs or on the level. The sartorius is 
the longest muscle in the body and pulls the 
thigh into the cross-legged position. 

The quadriceps is actually four muscles that 
help you keep your balance when standing. 
They also are used to kick. The muscles in the 
calf help you to stand on tiptoes and give you 
the “push” from the ground when dancing, 
walking, or running. 

The thickest and strongest tendon of the 
human body connects the soleus and gas- 
trocnemius muscles with the “heel bone” of the 
foot. It is called the Achilles tendon. 

The mass of muscles extending along each 
side of the spinal column also should be men- 
tioned. The mass is made up of dozens of bun- 
dles of muscle. These groups of muscles help 
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maintain an erect, posture and assist in walking 
by contracting as the foot on the same side is 
lifted. They also bend the body backward to 
balance the trunk when a heavy object is car- 
ried, or help turn the head or body to one side. 

Inside the body at about its middle is the 
main muscle of breathing—the diaphragm. 
The diaphragm is a dome-shaped collection of 
muscle tissue and tendons. The tendons are at- 
tached to the spinal column, the cartilage ends 
of the ribs, and the lower tip of the breast bone. 
When the muscle fibers contract, the dia- 
phragm moves downward. This helps our lungs 
to fill with air. The diaphragm is also used in 
coughing, sneezing, and laughing. 

There is one important organ of the body 
that we do not always think of as a muscle. It 
is the tongue, which really is a group of four 
muscles covered by mucous membrane and 
other tissues. With the help of the muscles in 
the cheeks, the tongue presses against the roof 
of the mouth and forms a chute. The chewed 
food is forced down this chute and into the 
esophagus, which leads to the stomach. 


Smooth Muscles 


In the esophagus the muscles concerned with 
eating change from striped, voluntary fibers to 
smooth, involuntary cells. The upper part of 
the esophagus contains voluntary muscle and 
the lower portion involuntary, although the 
smooth muscle cells take over gradually. 

The walls of the lower esophagus, intestines, 
and most of the stomach contain two layers of 
muscles that work as a team to help push the 
food along the digestive path. One layer is cir- 
cular and contracts to make the tube narrower. 
The other layer is longitudinal and contracts 
along the length of the tube. Part of the stom- 
ach has a third layer of muscle fibers. The 
stomach needs a good muscular system be- 
cause it must break up food particles which 
were not chewed completely. The muscles con- 
tract in a wave action called peristalsis. 

Between the esophagus and the stomach, 
and at several other points along the digestive 
tube, there are special thick rings of muscles 
called sphincters. The sphincters pinch shut at 
irregular intervals, permitting intermittent pas- 
sage of food or liquid. Smooth muscle fibers 
have the ability to remain contracted for longer 
periods of time than skeletal muscles. Smooth 
muscles of the digestive system can remain 
contracted for hours, if necessary. 

Most skeletal muscles are partly contracted 
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at all times. The jaw rarely sags. The head and 
shoulders can be held erect for hours without a 
sign of fatigue. This ability sometimes is re- 
ferred to as muscle tone. Muscle tone also helps 
explain why we are able to maintain our pos- 
ture and balance against the constant pull of 
gravity. Because humans walk erect, their 
muscles must defy gravity to a greater degree 
than those of animals that walk on all fours. 

Besides the big muscles that permit us to 
walk and run erect, to lift weights, dance, or 
swat a baseball, there are a number of muscles 
that reveal our feelings. These are the muscles 
of expression. We use them to appear surprised 
or angry, when we sneer or wink, smile or 
frown. These muscles are small bundles of 
fibers located mainly around the eyes, mouth, 
and nose. 

_ A sheet of muscles running over the fore- 
head raises the eyebrows when we are sur- 
prised. Still another sheet of muscles, running 
from the lower jaw to the chest, makes the skin 
of the neck tense. 

Where the tendons rub against each other or 
against bone or cartilage, they are enclosed in 
sheaths, or tunnels, which are lubricated. 
Groups of muscles are separated from other 
groups by membranes that help reduce the 
friction of movement. Within a muscle group, 
individual muscles are further separated by 
membranes. And within the individual mus- 
cles, groups of fibers are enclosed in sheaths. 
Finally, the muscle fibers are covered by in- 
dividual membranes. 

Sometimes a protective sheath is called a 
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bursa, which means “purse.” The bursa is 
shaped like a sac rather than a tunnel and has a 
slippery fluid on its inner walls. 

Sometimes a bursa becomes irritated and 
inflamed. This ailment is known as bursitis. 
Other ailments that may occur in the muscles 
and related body structures are strains and 
cramps. A cramp occurs when a muscle con- 
tracts and will not relax again. This happens 
frequently during vigorous exercise or when 
the limb is fatigued or subjected to cold. Mus- 
cle cramp may develop during swimming and 
cause even an expert swimmer to drown. The 
muscle usually can be relaxed by working the 
limb or by rubbing the muscle. 

A strain is the result of continuous use of 
certain muscles for such activities as walking, 
bicycling, or gardening. The muscles and ten- 
dons ache but they recover after a period of 
relaxation. 

Physical training can increase the size of the 
skeletal muscles and lack of exercise can result 
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in muscles decreasing in size. Scientists report 
that muscle fibers actually grow larger because 
of exercise. Exercise, in moderation, also leads 
to changes in blood circulation and breathing 
habits that give the person with “trained” mus- 
cles the ability to perform athletic feats with 
greater ease. A bonus benefit of physical train- 
ing is that of improved muscular coordination, 
which reduces effort in work or athletics. 

While working or playing hard we some- 
times need a “second wind.” Strenuous effort 
burns the glycogen in the muscle tissue faster 
than the oxygen in the body can dispose of the 
waste products. During a sprint, the racer may 
need several times as much oxygen as his body 
can absorb during the race. But the muscles 
continue their work without the additional 
oxygen—for a limited period of time. During 
this period, we say the racer builds up an oxy- 
gen debt. After the race, the sprinter will 
breathe hard for several minutes, until the oxy- 
gen debt is repaid. 


CHAPTER FOUR 


THE CIRCULATORY SYSTEM 


Your HEART is a bundle of muscles about 
the size of your fist. If you clench your fist, 
open it, and then clench it again, you can get a 
rough idea of the action of the heart. But if you 
open and close your fist, again and again, at a 
rate of a little more than once every second, 
your muscles will feel tired after a couple of 
minutes. 

Your heart, meanwhile, is contracting and 
dilating at an average rate of 72 times a min- 
ute, which adds up to about 100,000 times a 
day or nearly 40,000,000 times a year. And the 
only rest the heart muscles get is the fraction 
of a second pause between beats. 

The work done by your heart is about equal 
to the work you would perform if you lifted a 
10-pound weight three feet off the ground and 
repeated this task twice every minute for your 
entire life. 

The heart consists of several layers of mus- 
cles arranged in circles and spirals. When 
the muscles contract, the spirals and circles 
tighten and the blood is literally squeezed out 
of the chambers. The contraction that squeezes 
the blood from the heart is call systole and the 
subsequent relaxation of the heart muscles is 

called diastole. 

_ A number of large arteries and veins runs 
into the top of the heart, carrying blood to and 
from other parts of the body. The walls on one 
side are thicker than the other, and the surface 
is covered with a number of small arteries and 
veins. The arteries on the surface of the heart 
are called the coronary arteries. They carry 
the blood which, in turn, carries the oxygen, 
food, and other necessary materials to the mus- 
cle fibers of the heart. 

If we could see the inside of the heart we 
would find four chambers—two at the top 
called atria and two at the bottom called ventri- 
cles. Each atrium and ventricle on the right are 
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separated from their counterparts on the left 
by a wall of muscle called a septum. 

By tracing the paths of the blood through the 
heart, we see that this organ actually is a dou- 
ble pump. Blood flows from the right atrium 
into the right ventricle (the first pump), which 
squirts the blood into the lungs. The left ventri- 
cle, or second pump, squeezes the blood into 
the arteries that extend to all parts of the body. 
The septum prevents blood on the right side 
of the heart from mixing with blood on the left, 
and vice versa. 

The thick ventricle walls do most of the 
blood pumping. The atria serve mainly as 
reservoirs, although they do give the blood a 
boost into the ventricles. A closer look at the 
pattern of flow shows that “used” blood from 
all parts of the body reaches the heart through 
big veins called the superior and inferior vena 
cava. The smaller veins from the head and 
arms drain into the superior vena cava. The 
inferior vena cava drains the blood from the 
lower parts of the body. The venae cavae open 
directly into the right atrium. The blood which 
has been used by the heart itself drains into the 
right atrium through a vessel known as the 
coronary sinus. y 


Valves in the Heart 


The valve that separates the right atrium 
from the right ventricle prevents the dark or 
“used” blood from being pushed back into the 
atrium when the ventricle contracts. This 
valve is the tricuspid, so called because it has 
three cusps, or flaps, of tissue. The cusps are 
controlled by tiny papillary muscles. When the 
papillary muscles contract, they pull on cords 
attached to the cusps and thus pull open the 
heart valves. 

With the tricuspid valve closed to prevent 
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backflow, the right ventricle squeezes the dark 
blood upward and into the pulmonary artery, 
The pulmonary artery has left and right 
branches extending into the lungs on either 
side of the body. 

When the blood returns through the pul- 
monary veins it will enter the left atrium. From 
the left atrium it will be boosted through the 
mitral, or bicuspid, valve into the left ventricle. 
During the next contraction, the fresh blood 
will be squeezed into the aorta, the great artery 
from which branches run to all parts of the 
body. Again, by closing of the valve cusps, the 
blood is prevented from flowing back into the 
left atrium. 

Valves to prevent backward flow of the 
blood also are located where the aorta and 
pulmonary arteries join the ventricles. Since 
the left ventricle must squeeze the blood 
throughout the body, its muscle is thicker than 
that of the right ventricle, which must only 
squeeze the blood into the air sacs of the lungs. 

The approximately 72-beats-per-minute 
rhythm of the heart begins in a knot of tissue 
in the atria known as the sinoatrial, or S-A, 
node. The node contains nerve cells and fibers 
and muscle cells. It is called the “pacemaker” 
because it generates the “spark” or impulse 
that starts the wave of muscle contraction in 
the heart. The wave spreads over the muscles 
of the atria and apparently triggers an impulse 
in a similar node near the junction of the atria 
and ventricles. 


The Pulse 


The pulse is caused by the blood pressure 
impact on the arteries as the heart beats and 
can be felt by placing a finger on the radial ar- 
tery, at the wrist. Doctors can tell much about 
the strength and regularity of the blood flow by 
feeling the pulse of a patient. 

After vigorous exercise, your pulse may 
speed up from around 72 beats-per-minute to 
more than 120. But it should return to the orig- 
inal 72 beats within three minutes. Some de- 
viation from these values may be normal for 
certain individuals; if there is any doubt, a 
medical opinion should be sought. 


Blood Pressure 


Blood pressure also permits doctors to study 
the health of the heart and circulatory system 
without actually viewing the organs. Each con- 
traction of the ventricles (systole) causes the 
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blood to spurt through the arteries and in- 
creases the pressure of blood flow. During the 
relaxation part of the rhythm (diastole), the 
pressure decreases. 

From the heart, blood surges through the 
aorta to the arteries throughout the body. 
From the arteries, smaller vessels called 
arterioles branch out. From the arterioles, the 
blood flows to the smallest vessels, the capil- 
laries. The capillaries carry the blood to the 
individual cells of the body where oxygen and 
other chemicals are delivered and waste prod- 
ucts are collected. The capillaries then connect 
with venules, which run into veins which, in 
turn, flow into the venae cavae. 

Except for the microscopic spaces between 
the cell walls of the capillaries, the blood flows 
through a sealed conduit of vessels that total 
some 70,000 miles in over-all length. The lin- 
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ing of the system is a membrane of cells called 
endothelium. The endothelium is so thin that 
even when magnified 1,000 times it appears no 
wider than a chalk mark. But it forms the 
smooth inner layer of the heart and all the 
blood vessels. 

The arteries have layers of smooth muscle 
cells, elastic fibers, and connective tissue. One 
layer of muscle cells is circular and another 
layer of muscle fibers runs lengthwise. In the 
larger arteries with thick walls, smaller arteries 
run through their layers of muscle and fibrous 
tissue. Nerve fibers also accompany the muscle 
fibers that control the size of the opening in the 
arteries. The arterioles are barely visible with- 
out a microscope. They are constructed of a 
single layer of endothelial cells with an outer 
layer of muscle cells. The veins are built some- 
what like arteries except their walls generally 
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are thinner. A vein has an inner layer of en- 
dothelial cells, a layer of fibrous tissue, and a 
layer of muscle cells, The venule has an inner 
layer of endothelial cells and an outer layer of 
fibrous tissue 

The blood flow from the arteriole to the 
capillary is controlled by a circle of muscle 
fibers called a sphincter. The capillary system 
js so vast that if all of its vessels were opened 
at one time, they could swallow up the body’s 
entire supply of blood. Yet the individual capil- 
laries are so small that the red blood cells have 
to pass through them in single file. The red 
blood cells are, in turn, so small that a line of 
3,000 of them would fall a little short of an 
inch in length. 

Of the human body’s total 70,000 miles of 
blood vessels, the largest percentage by far is 
capillarics. They could hold the body's entire 
blood supply (about five quarts). But only a 
part of the capillary system has blood flowing 
through it at any instant. The capillaries open 
and close first in one area, then in another. Tis- 
sues that use more blood, such as the arm and 
leg muscles, contain a greater share of capil- 
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laries than tissues that are not active 

The endothelial walls of a capillary are solid 
enough to keep the red cells from leaking out 
of the “closed circuit” of blood vessels. But 
white cells, chemicals, and small amounts of 
liquid can leave the blood stream by squeezing 
through tiny openings between the cells that 
make up the walls of the capillary. The blood 
flow is very slow at this point. It takes a minute 
for the blood to go through an inch of capillary 
tube. (Blood travels through the arteries at a 
speed of more than 40 miles an hour.) But 
during the slow trip through the capillaries, the 
food and oxygen needed by the body cells leave 
the tiny blood vessels and go into the tissues. A 
liquid called lymph, which bathes the tissue 
cells, also trickles through the capillary walls, 
as do the ingredients needed for repair and 
maintenance of the tissues. 

At the same time, the carbon dioxide and 
other waste products from the tissue cells enter 
the capillary and are carried away. The lymph 
seeps into a special set of capillaries which re- 
turn it eventually to the blood through a special 
vein near the heart. 
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The dark, used blood in the upper part of 
the body can flow downhill from the capil- 
laries to the heart. But what about the blood 
that has finished its trip through the capillaries 
in the hands and feet? Nature has provided for 
the need to push the used blood back up to the 
heart by two unique devices. One is the loca- 
tion of the veins between the skeletal muscles. 
The other is a system of valves which permit 
used blood to flow: only toward the heart. 

Good examples of these devices can be 
found in the legs. The veins in the legs are 
woven among the muscles so that when each 
muscle contracts, it squeezes a vein. Squeezing 
the vein pushes the blood closer to the heart. 
The valves in the vein prevent the blood from 
flowing backwards when the muscle relaxes. 

If we spend too much time standing or sitting 
in one position, the used blood from the lower 
part of the body does not get the push it needs 
to return to the heart. That is why we may ex- 
perience fatigue or sluggishness after standing 
still for a long time or after a long ride in a car 
or train. Varicose veins result from a failure of 
the used blood in the legs to return to the heart 
at the proper rate. The veins may lose some of 
their elasticity or the valves may fail to close 
properly. The used blood then accumulates and 
causes the veins to swell. Varicose veins occur 
frequently in the legs of people whose jobs re- 
quire that they stand a great deal. 


Blood 


When blood is taken from the body and 
studied in a laboratory, it can be separated into 
two main parts. A little more than half of the 
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blood is a watery fluid called plasma. The re- 
mainder is composed of red blood cells, white 
blood cells, and platelets. 

The red cells give blood its color. They are 
tiny disks, so small that you could hide 40 or 50 
of them beneath the period at the end of this 
sentence. They are thinner in the center than 
along the edge—which permits them to fold 
over when passing through an opening smaller 
than their own diameter. The human body con- 
tains nearly 25,000,000,000,000 red cells. 
Each lasts only four months. They simply wear 
out and break up in the blood. New red cells 
are produced by the bone marrow at the rate of 
around 1,000,000 a second and they wear out 
at the same rate. 

Red cells are colorless when they are first 
produced. They acquire their color just before 
they are released into the bloodstream. The 
color comes from an iron pigment which is 
combined with a protein. The chemical com- 
bination is called hemoglobin. It is the hemo- 
globin that carries the oxygen from the lungs to 
the capillaries, where it is released to the indi- 
vidual tissue cells. The hemoglobin also attracts 
carbon dioxide and carries it in the red blood 
cells to the lungs, where it is exhaled. 

Because of the ability of hemoglobin to hold 
large quantities of oxygen, animals can be 
smaller and more efficient than if the plasma 
itself had to carry the oxygen. For hemoglobin 
enables the blood to move up to 60 times as 
much oxygen as would be possible if the oxy- 
gen had to be dissolved in water or plasma. In 
other words, without hemoglobin, humans 
would need up to 300 quarts of blood instead 
of just 5. Even the muscles contain hemo- 
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globin. It permits the muscles to build up a 
reserve of oxygen for the spurts of energy re- 
lease we need when running, playing, or work- 
ing hard. 

The oxygen is held very loosely by the 
hemoglobin. In simple terms, the hemoglobin 
acquires a lot of oxygen when oxygen is 
abundant—as in the lungs after we inhale. And 
the hemoglobin gives up its oxygen when it 
reaches a region where oxygen is scarce—as in 
the areas where the capillaries branch among 
tissue cells. 

Carbon dioxide similarly is picked up by the 
hemoglobin where carbon dioxide is plentiful 
and released in the lungs, where it is compara- 
tively scarce. Unfortunately, hemoglobin also 
is strongly attracted to carbon monoxide, the 
poison gas that comes from automobile exhaust 
and faulty furnaces. The carbon monoxide 
crowds the oxygen out of the hemoglobin and 
the body tissues literally suffer from oxygen 
starvation. 

When the number of red cells in the blood is 
too small or the red cells do not contain enough 
hemoglobin, the body is not able to get the 
proper amount of oxygen. The muscles and 
other tissues are not able to burn all of their 
supplies of fuel. The result is that the body 
cannot get the energy it needs. We call this con- 
dition anemia. If anemia is caused by a lack of 
hemoglobin, the shortage can be overcome by 
eating foods rich in iron, such as eggs and meat, 
particularly liver. Since hemoglobin is a pro- 
tein, good quality protein foods are needed in 
the daily diet. 

White cells are less common in the blood- 
stream, but they still number in the billions. 
The proportion is about 1 white blood cell 
for every 600 or 700 red blood cells. And there 
are several kinds of white cells. One kind, the 
granular leukocytes, develop in the bone mar- 
row, along with the red blood cells. Another 
kind, the lymphocytes, develop in the lymph 
nodes, tonsils, and adenoids. The leukocytes 
play an important role in defending the body 
against the invasion of bacteria. These white 
cells can move around and literally chase down 
the bacteria. 

As we mentioned earlier, the white cells can 
squeeze through even tiny openings in the walls 
of capillaries. When they corner bacteria, they 
engulf and digest them. One result of the bat- 
tle is pus—a thick yellowish fluid composed of 
lymph, bacteria, and dead white cells. 

Blood platelets are much smaller than red 
blood cells. They help blood to clot, or coagu- 


101 


late. When a blood vessel is cut, the platelets 
collect at the site of the injury. Many of the 
platelets break into smaller pieces and a com- 
plicated chemical process follows. Almost in- 
stantly, tiny threads appear from the platelets. 
The threads, called fibrin, form a tangled mass 
with the blood cells and platelets. This is the 
clot. The red blood cells give the clot its dark 
color. 

The platelets do not perform the task of clot- 
ting by themselves. Chemicals in the injured 
tissue cells, the white cells, and the plasma are 
used by the body to form a clot. 

The plasma is about 90 per cent water. The 
remainder is made up of minerals, such as so- 
dium, calcium, potassium, and phosphorus, 
plus enzymes, antibodies, fats, sugars, and the 
plasma proteins. The plasma proteins include 
fibrinogen (one of the clotting chemicals) , 
albumin, and serum globulins. Some oxygen 
and carbon dioxide are dissolved in the plasma. 

When blood is lost through injury or disease, 
it can be replaced by transfusion. The blood is 
obtained from another person, but the blood of 
the donor must be compatible with that of the 
person receiving the transfusion. The main 
types of blood are classified as A, B, O, and 
AB. If the types are not compatible, the trans- 
fused blood cells may form clumps that can 
block the small vessels. It also is necessary to 
differentiate between Rh-positive and Rh- 
negative blood. Serious consequences may 
result if incompatible blood is given. 


CHAPTER FIVE 


MAN CAN LIVE for weeks without food. He 
can live for days without water. But he can 
exist without air for only a few minutes. With- 
out air, skeletal muscles will not contract, the 
brain cells will fail, the heart will not beat. 

The smallest animals, like amoebae, get their 


oxygen directly from their environment, while 
insects may have millions of microscopic air 
pipes or tracheoles that deliver air from the 
outside directly to cells in the middle of the 
body. 

Humans, like other larger and more com- 
plicated animals, have their oxygen delivered 
to the body cells indirectly—through the blood. 
The blood contains a chemical that is part pro- 
tein and part iron pigment, called hemoglobin. 
The hemoglobin attracts oxygen when the 
blood flows through regions where oxygen is 
plentiful—as in the body cells. Similarly, the 
carbon dioxide produced when the body cells 
burn their fuel is attracted by the hemoglobin 
as it flows through the tissues where carbon 
dioxide is plentiful. And it is released in the 
lungs where carbon dioxide is comparatively 
scarce. 

The act of respiration always is divided into 
two parts. The part of the process in which the 
body cells trade carbon dioxide for fresh oxy- 
gen is called internal respiration. The part in- 
volved in getting oxygen into the blood stream 
in the lungs and expelling carbon dioxide and 
water vapor is called external respiration. 

External respiration begins and ends with 
the nose. The nose has many other duties be- 
sides detecting odors. It filters the air entering 
the breathing equipment, warms it, and moist- 
ens it. The nose also influences the sound of 
your voice—as you may have noticed the last 
time you had a head cold. 


The Nose 


The nose has been compared to an air- 
conditioning unit because it controls the tem- 
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perature and humidity of the air entering the 
lungs and filters foreign particles from the air. 
The interior of the nose is divided by a wall of 
cartilage and bone called the septum. Near the 
middle of the nasal cavity, and on both sides of 
the septum, are a series of scroll-like bones 
called the conchae, or turbinates. The purpose 
of the turbinates is to increase the amount of 
tissue surface within the nose so that incoming 
air will have a greater opportunity to be “con- 
ditioned” before it continues on its way to the 
lungs. The surfaces of the turbinates, like the 
rest of the interior walls of the nose, are cov- 
ered with mucous membranes. These mem- 
branes secrete a fluid called mucus. The film of 
mucus is produced continuously and drains 
slowly into the throat. The mucus gives up heat 
and moisture to incoming air and serves as a 
trap for bacteria and dust in the air. It also 
helps dilute any irritating substances in the air. 

In addition to the mucus, the membrane is 
coated with cilia, or hairlike filaments, that 
wave back and forth a dozen times per second. 
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The millions of cilia lining the nasal cavity help 
the mucus clean the incoming air. When we 
breathe through the mouth, we lose the pro- 
tective benefits of the cilia and mucus. 

A number of large nerve filaments extending 
into the nasal cavity from the base of the skull 
are part of the special sense organ that is asso- 
ciated with smell. The filaments relay informa- 
tion on odors to the olfactory nerve which leads 
to the brain. 


The Sinuses 


The nasal cavity has several small openings 
leading into the sinuses. There are eight si- 
nuses, four on each side, with mucous mem- 
branes that are continuous with the lining of 
the nose. The sinuses help equalize the air pres- 
sure in the nasal cavity, and give resonance to 
the voice. Their air-filled spaces reduce the 
weight of the skull. The sinus cavities are the 
frontal, on each side of the forehead; the maxil- 
lary, in the cheekbones on each side; the 
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ethmoidal, a honeycomb of bone in the walls 
between the nasal cavity and the eye sockets; 
and the sphenoidal, behind the nasal cavity. 

Because they are linked to the nasal cavity, 
the sinuses are easily irritated by the spread of 
infection from the nose. Blowing the nose too 
hard can speed the spread of infection from the 
nasal cavity. 


The Pharynx 


The incoming air that has been filtered, 
warmed, and moistened in its trip through the 
nasal cavity next passes into the pharynx. The 
pharynx is one of the more complicated parts 
of the body since it serves as a passageway for 
both food and air. We all are aware that swal- 
lowing food and breathing cannot take place 
at the same time—without choking. 

The incoming air travels through the nasal 
cavity, into the pharynx, and through the lar- 
ynx, or voice box, by crossing over the path 
used by food on its way to the stomach. Sim- 
ilarly, food crosses over the route of air on its 
way from the nose to the larynx. But, when 
food is swallowed, a flap of cartilage called the 
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epiglottis folds over the opening of the larynx. 
The base of the tongue pushes down the epi- 
glottis as the food is moved back into the throat 
during the swallowing action. 

On each side of the pharynx, behind the 
mouth cavity, are tonsils. Tonsil tissue also is 
located at the base of the tongue, and it may 
appear at the back and sides of the pharynx as 
adenoids. Tonsils usually are more prominent 
in children than adults. Their purpose is to 
guard the body against infections that may 
enter through the mouth or nose. 


The Larynx 


The larynx, also called the voice box, is at 
the top of the column that finally takes the air 
into the lungs, the trachea. However, it is the 
air expelled from the lungs, rather than incom- 
ing air, which is used to make voice sounds. 

Two folds of membrane, the vocal cords, are 
attached to the front of the larynx wall and ` 
held by a pair of tiny cartilages. The cartilages 
are attached to muscles that contract and re- 
lax to move the vocal cords toward or away 
from the center of the larynx. 
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The Windpipe 


Below the larynx, the trachea, also called 
the windpipe, continues down the neck and 
into the chest. A series of C-shaped rings of 
cartilage hold open the trachea. Lack of rigid- 
ity of the trachea permits us to bend the neck. 
The path of the esophagus, which carries food 
to the stomach, runs immediately behind that 
of the trachea. At the point behind the middle 
of the breastbone, where the aorta arches away 
from the heart, the trachea divides into two 
branches—the right and left bronchi. Each 
bronchus divides and subdivides many times 
into smaller cartilage-ringed branches that 
reach deep into the right and left lungs. 


The Lungs 


The tiniest bronchi, almost too small to be 
seen without a microscope, have cartilage rings 
in their walls. However, as the tubes become 
still smaller, they have little or no cartilage but 
instead have muscle cells in their walls. 
Bronchi of this size are called bronchioles. 
Finally, the bronchiole ends in a tiny air sac 
called an alveolus. The lungs contain nearly 
a billion of these microscopic, balloon-like 
alveoli. The alveoli, with their spaces air-filled, 
make the lungs appear somewhat like large 
sponges. 

The respiratory nerve centers in the brain 
control our “living bellows,” but what actually 
moves the bellows? The primary moving force 
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is the diaphragm, a dome-shaped sheet of mus- 
cle fibers and tendons separating the organs in 
the chest from the organs in the abdomen. The 
diaphragm is attached to the breastbone on the 
front, to the spinal column at the back, and to 
the lower ribs on the sides. When the muscle 
fibers of the diaphragm contract, the sheet of 
tissue is drawn downward, creating a partial 
vacuum in the chest cavity. This causes air to 
flow into the trachea, the bronchi, and the 
alveoli. Expiration occurs when the diaphragm 
muscles relax, closing the “bellows” and forc- 
ing the air out again. The intercostal muscles, 
between the ribs, also participate in the breath- 
ing action. In forced breathing, abdominal 
muscles assist in expiration and the neck mus- 
cles assist in inspiration by pulling upward and 
outward on the first rib and the breastbone. 
This has a chain-reaction effect on the other 
ribs, increasing the capacity of the chest. 

The rate of respiration is about 18 per min- 
ute for young adults. The rate is much higher 
for babies. It also is higher for adults engaged 
in active work or play. And in disease—or 
anything causing higher than normal tempera- 
ture—the respiration rate is always increased. 

A man carries two quarts of oxygen in his 
blood, lungs, and body tissues—enough to last 
about four minutes. Beyond that time there is 
damage to body tissues, beginning with the 
most sensitive cells in the brain. He also has 
about a quart of nitrogen dissolved in his blood 
and body tissues. The body makes no use of 
nitrogen and it eventually is breathed out again. 


CHAPTER SIX 


THE DIGESTIVE SYSTEM 


THE HUMAN BODY is sometimes described 
as a chemical engine that selects its own fuel. 
This generally is true. We are able to walk and 
talk and perform other tasks because of the 
energy we get from food. And, within the limits 
of the menu or the supermarket, we usually can 
choose from a wide variety of fuels for our 
bodies. 

For much of the trip through the chemical 
refinery, or digestive system, food is either 
squeezed or pushed by muscles. It also is dis- 
solved by a series of digestive juices. The di- 
gestive juices (or enzymes) serve as catalysts— 
they produce chemical changes in the food 
we eat without becoming part of the chemical 
produced. 

In the mouth, the food is crushed and chop- 
ped by the teeth, which are brought together 
with the powerful forces of the jaw muscles. 

The tongue itself is a bundle of muscles. The 
tongue muscles can change the shape of that 
organ, making its surface convex or concave. 
They also raise or lower the tongue and move it 
from side to side, as needed to assist in chewing 
food. On the surface of the tongue are sense 
organs called taste buds. The taste buds are 
scattered among the tiny papilla that give the 
tongue its rough, rasp-like surface. Taste buds 
can detect four taste sensations—sweet, sour, 
salty, and bitter. 

Some of the sensations we call taste actually 
are smells detected by the olfactory organs in 
the nose. 

The teeth have specialized jobs in preparing 
food for digestion. The incisors and canine 
teeth, at the front of the jaw, cut and tear food 
into smaller pieces. The molars, at the rear, 
grind the food. 


The Saliva 


While food is being pulverized into the pulpy 
mass called a bolus, the digestive juice of the 
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salivary glands begins a breakdown of the car- 
bohydrates. An enzyme in saliva splits the mol- 
ecules of starch into smaller molecules of sugar. 
This enzyme can not break down starch grains 
that are still enclosed in their natural cellulose 
envelopes. For this reason, starches should be 
cooked before eating. 

The fluid of the salivary glands serves sev- 
eral other purposes. It provides moisture 
needed by the taste buds. Saliva also has a 
cleansing action on the teeth. It washes away 
food particles that otherwise might provide a 
home for bacteria. 

The salivary glands look like bunches of 
tiny grapes. The largest, the parotid, is located 
in front of the ear. Two salivary glands in the 
lower jaw are the sublingual, under the tip of 
the tongue, and the submandibular, under the 
edge of the lower jaw. There is a set of the 
three glands on each side of the mouth. 

When the bolus of food.has been thoroughly 
chewed, it is ready to be passed into the 
stomach—by swallowing. The muscles of the 
cheeks, the tongue, and the roof of the mouth 
form a chute. The tongue presses upward and 
backward against the hard palate. 

The soft palate is raised as the food passes 
toward the back of the mouth, simultaneously 
closing the opening to the nasal cavities. At the 
same time, the epiglottis, a lid made of cartilage 
enclosed in the mucous membrane and located 
at the base of the tongue over the larynx at the 
top of the windpipe, closes. Also at the 
same time, the larynx moves upward against 
the lower surface of the epiglottis. This seals 
off the windpipe at the instant of swallowing. 

After the food enters the esophagus it is 
moved along by muscle action called peristal- 
sis, which is carried out by involuntary mus- 
cles. The digestive tube has two layers of invol- 
untary muscles. The inner layer forms a series 
of circles about the tube. When any of these 
muscle fibers contract, the tube becomes 
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smaller at that point. The outer muscle layer is 
longitudinal—its fibers run the length of the 
tube. The longitudinal muscles contract as the 
circular muscles relax. The alternate contrac- 
tion and relaxation of the two sets of muscles 
pushes food along the digestive tube in peris- 
taltic waves. Because of peristaltic action of the 
muscles in the esophagus, swallowing is pos- 
sible in any body position. 


The Stomach 


The walls of the stomach are muscular. They 
contain not only the layers of circular and lon- 
gitudinal muscle fibers, but a third layer of 
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oblique muscle fibers. The muscles are pat- 
ticularly important for the stomach because it 
is the job of this organ to break up the food 
into tiny particles. Frequently, the stomach 
must grind up food which was not chewed 
thoroughly. 

The mucous membrane that lines the entire 
digestive system is thick and velvety and has 
many folds. Like other mucous membranes, 
the lining contains mucous glands. But in the 
stomach, between the mucous glands are tiny 
gastric glands which secrete digestive juices. 
The lining of the stomach contains about 
35,000,000 glands. 

The stomach’s gastric glands secrete hydro- 
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chloric acid and several enzymes. One enzyme, 
rennin, curdles milk. The same enzyme has 
been used for many years in the production of 
cheese. Another enzyme, lipase, splits certain 
fats, including those in cream and egg yolk, 
The hydrochloric acid combines with proteins 
to form a new chemical. A third enzyme, pep- 
sin, splits the chemical formed by the proteins 
and hydrochloric acid into smaller units. The 
pepsin enzyme also digests the milk curds 
formed by the rennin. 

The time taken for a meal to be changed 
by the stomach into a semifluid called chyme 
varies from about three to five hours. Fluids, 
as might be expected, pass through the stomach 
within minutes. Carbohydrates, among the 
solid foods, are handled most quickly by the 
action of the stomach’s muscle contractions 
and the digestive juices. Proteins take a longer 
time, and fats require the most time. Some 
fats, in fact, slow down the digestive process 
for other foods in the stomach by slowing down 
the secretion of the gastric juices. 

The pyloric sphincter at the lower end of 
the stomach controls the emptying of chyme 
into the next station along the digestive route, 
the small intestine. Like the cardiac sphincter 
between the esophagus and the stomach, the 
pyloric sphincter is a thickened band of cir- 
cular muscles. Waves of peristalsis push the 
chyme through the opening formed by the 
pyloric sphincter and into the small intestines. 


The Small Intestine 


The small intestine is so named because of 
the diameter of its tube. It is about 20 feet long, 
or about four times as long as the large intes- 
tine. The first part of the small intestine is a 
short horseshoe-shaped section known as the 
duodenum. More digestive juices are added to 
the chyme entering the duodenum. Also added 
to the chyme are fluids from the pancreas ani 
bile from the liver. The pancreatic fluid con- 
tains a number of enzymes that act upon all 
kinds of foods—proteins are broken down into 
amino acids, large sugar molecules are change 
to simple sugars, and fats are reduced to fatty 
acids in preparation for absorption into the 
blood or lymph vessels. 

Insulin also is secreted by the pancreas but 
it is absorbed directly into the blood. It is de- 
stroyed by exposure to the digestive juices: 
which explains why it cannot be taken by mou 
by diabetics for control of blood sugar levels. 
The oral pills for diabetics have effects similar 
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to insulin, but are not insulin. When the pan- 
creas is unable to supply insulin to the body, 
diabetes results. 

Bile, an orange-colored fluid, may enter the 
duodenum through a duct directly from the 
liver or from the gall bladder, where bile is 
stored. Bile is composed mostly of water, but 
it contains pigments from red blood cells that 
have been destroyed. The pigments undergo 
chemical changes in the intestine and eventu- 
ally are excreted, giving the yellow-brown color 
to feces. The iron from these cells is reab- 
sorbed, however. Bile also contributes to di- 
gestion by emulsifying fatty foods and making 
them easier to absorb. Bile also reduces the 
acidity of the chyme. 

Beyond the duodenum, there are about 8 
feet of small intestine called the jejunum and 
beyond that about 12 feet known as the ileum. 
The diameter of the small intestine gradually 
decreases along its length. At the junction of 
the small and large intestine, the bore is about 
half the diameter of the duodenum. 

The interior of the small intestine is carpeted 
with microscopic finger-like projections called 
villi. The cells which cover the villi permit the 
absorption of water and the final products of 
digestion into the vessels that carry away the 
blood and lymph. Small amounts of products 
of digestion are absorbed through the walls of 
the stomach but most of the small molecules of 
sugars, amino acids, and fat products are ab- 
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sorbed through the millions of villi in the small 
intestine. The villi are in constant motion, 


_ swinging back and forth and changing in 


length. The motion of the villi keeps the chyme 
thoroughly mixed with the digestive juices 
while molecules of food pass through the cells 
on their surface. Fat products generally enter 
lymph vessels in the villi while sugars and 
amino acids enter blood capillaries. 

The blood vessels carry the food products to 
the liver while the lymph vessels move their 
food units into a duct which empties into the 
subclavian vein, near the top of the rib case. 


The Large Intestine 


After traveling along the chemical refinery’s 
conveyor belt to the end of the small intestine, 
about all that remains of a meal is water and 
waste products. These pass into the large in- 
testine through a valve which prevents a back- 
flow into the small intestine. The large intes- 
tine, about five feet long, has the general shape 
of a picture frame as it runs upward, across, 
and back down through the abdominal cavity. 
It has no villi and fewer folds than are observed 
in the small intestine. 

Much of the water is absorbed through the 
walls of the large intestine. The waste products 
form the semisolid feces that are excreted 
through the rectum, Some waste products, 
including salts and proteins, are filtered from 
the blood, along with excess water, by a series 
of tubules in the kidneys. This waste is excreted 
as urine. 

Food products carried by blood vessels from 
the walls of the digestive tube are delivered to 
the liver, the largest organ in the system and an 
important chemical plant. The reddish-brown 
liver manufactures proteins, processes carbo- 
hydrates, absorbs fat products, and makes 
them available as fuel, serves as a storehouse 
for vitamins and minerals, processes iron for 
the blood system, and renders harmless some 
of the poisons that enter the bloodstream. It 
also dispatches sugars to the tissues to burn as 
body fuel. 

A thin membrane called the peritoneum 
lines the walls of the abdominal cavity and cov" 
ers the organs within the cavity. A double layet 
of peritoneum connects some of the organs; 
helps hold them in place, and carries blood and 
lymph vessels. The membrane in some places 
may have quantities of fat which help the oF 
gans conserve body heat and protect them 
against injury. 


CHAPTER SEVEN 


THE NERVOUS SYSTEM 


You MAY NOT have been aware of it, but all 
of your life you have been living in a continu- 
ous storm of stimuli, the small physical and 
chemical forces from the world around you. 
You have been bombarded hourly by impulses 
of light and sound. You have shivered in a cold 
wind, recoiled from pain, balanced yourself 
against gravity, and felt the sensation of pres- 
sure. You have found smells and tastes that 
were pleasant and unpleasant, and you have 
also jerked your hand away froma dish that was 
too hot. 

_If you stepped on a sharp object with your 

right foot, you quickly flexed the muscles of 
your right leg and extended your left leg so you 
could maintain your balance while avoiding the 
painful stimulus. And you reacted without 
stopping to think even a moment about what 
you should do about the situation. The various 
parts of your nervous system received and an- 
alyzed the message from your foot and decided 
automatically what should be done. 
_ Sometimes you have participated directly 
in decisions of the nervous system, as while 
eating breakfast you decided whether the or- 
ange juice was sweet or the milk sour. And 
when you left the table, a feeling in your stom- 
ach helped you decide whether you were still 
hungry. As you started to leave your home, 
you remembered where you could find your 
hat and coat. And your eyes found the rectan- 
gle in the wall that was the door. 

When you stepped outside, the muscles in 
the iris of each eye instantly and automatically 
adjusted the size of the pupil for the change in 
light. You were responding almost every 
second to impulses picked up by the millions 
of herve receptors scattered over your body. 
Sometimes you made the decisions and some- 
times your body decided for itself, but in each 
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case messages were flashed back and forth 
through the nerve network that controls every 
action you take. 

We can’t see the nerve impulses as such, but 
if we could, the nervous system might appear 
like crowded highways radiating from a big city 
on a weekend. The body has millions of pain, 
pressure, and hearing receptors and each eye 
contains over 100,000,000 light receptors. 
Add to these the taste, smell, sound, and other 
radar-like receptors feeding impulses along the 
nerve paths to the brain, which alone contains 
over 12,000,000,000 nerve cells, and it is not 
difficult to think of the nervous system in terms 
of computers. 

However, the human nervous system is in 
some ways more efficient than an electronic 
computer. It has been estimated that an 
electron-tube computer would have to be the 
size of a New York City skyscraper to contain 
the equipment having the same capabilities as 
the three pounds or so of human brain. 


How a Nerve Works 


To understand better how a nerve works, 
let’s take a close look at a single nerve cell. 
Under a microscope, a nerve cell, or neuron, 
may appear as a tiny irregular or rounded blob 
with one or more threads extending from it. 
The threads are the nerve fibers and the blob is 
the cell body that serves as “local” headquar- 
ters for the nerve unit. There is one fiber longer 
than the others. Called the axon, it always car- 
ries nerve impulses away from the cell body. 
The shorter fibers are called dendrites. They 
carry nerve impulses toward the cell body. The 
fibers may be a fraction of an inch in length, or 
as much as three feet long in the case of some 
that extend to the feet. 
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When a nerve fiber is cut or crushed, the part 
of the fiber still connected to the cell body con- 
tinues to transmit impulses, but the part on the 
other side of the injury gradually degenerates 
and finally disappears. However, if the nerve is 
protected by a sheath and the parts of the dam- 
aged fiber are not too far apart, the damaged 
nerve may be replaced. Surgeons sometimes 
sew the divided nerve parts together. This does 
not restore the usefulness of the fiber that is 
separated from its cell body, but it does provide 
a path for the new fiber to follow. Unfortu- 
nately, damaged fibers of the optic and audi- 
tory nerves as well as those within the central 
nervous system cannot be repaired by this 
method. 

In moving through the network of nerve 
fibers, the impulse travels by a sort of chain 
reaction. One nerve cell triggers the next cell 
along the route. At the end of the fiber, the im- 
pulse jumps to the next by crossing a junction, 
called a synapse. 

Certain chemicals secreted around the syn- 
apses help or retard the jump of the nerve 
impulse. One chemical acts as a conductor to 
speed the impulse on its way and the other acts 
as an insulator to slow up the impulse. 

The exact nature of the nerve impulse is not 
known, but it apparently is a combination 
electrical-chemical action. Chemical changes 
are produced along nerve cells when an im- 
pulse is transmitted. And scientists have been 
able to trace electrical charges passing along a 
nerve fiber when an impulse is being transmit- 
ted. They have measured the voltage of a nerve. 
But they know the action is not entirely electri- 
cal because a dead nerve fiber is not a good 
conductor. 


Central Nervous System 


The central nervous system includes the 
brain and the spinal cord. Connected to the 
central nervous system is the peripheral ner- 
vous system, which includes the 12 cranial 
nerves running to sense organs, the heart, and 
other internal organs. The peripheral system 
also includes the 31 pairs of spinal nerves, both 
sensory and motor, that reach to skeletal mus- 
cles throughout the body. 

Each of the spinal nerves joins the spinal 
cord by splitting into two roots. One root 
carries sensory-type fibers to the cord. A small 
bulge on the rear root called a ganglion, COn- 
tains nerve cell bodies. The other root of the 
spinal nerve, the front root, enters the cord at 
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the horn of the gray matter directly below the 
horn entered by the rear root. The front root 
carries motor-type nerve fibers. The cell bodies 
of the front root are inside the gray matter of 
the spinal cord. 

In several parts of the body, nerve fibers 
branch out and connect with other nerve bun- 
dles. Such a group of branching and intercon- 
necting nerves is called a plexus. One of the 
best known of these is the solar plexus located 
in the back of the stomach. 


Autonomic Nervous System 


There also is a network known as the auto- 
nomic nervous system that controls the smooth 
muscles of the internal organs. 

The autonomic nervous system is separated 
into two sets, the sympathetic and the para- 
sympathetic. One set of nerves causes activity 
among the smooth muscles of the body; the 
other reverses the action. The sympathetic 
nerves dilate the pupil of the eye; the para- 
sympathetic constrict the pupil. The sympa- 
thetic nerves constrict the blood vessels and 
speed up the heartbeat; the parasympathetic 
nerves dilate the blood vessels and slow the 
heartbeat. These are automatic actions, involv- 
ing the involuntary muscles, hence the name 
autonomic. 
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Tue Nervous SYSTEM 
The Cranial Nerves 


The cranial nerves are attached to the cen- 
tral nervous system through the base of the 
brain. Most of the dozen pairs of nerves in the 
system are both sensory and motor. The cell 
bodies of the cranial nerves’ motor fibers are 
within the brain and, as with the spinal nerves, 
the sensory nerve cell bodies are located in 
ganglia outside the brain. 

The cranial nerves include the olfactory 
which runs to receptors in the nasal cavity and 
provides us with our sense of smell, and the 
optic, which runs to the retina of the eye. Three 
other cranial nerves control the muscles that 
move the eyeballs. Still another, the acoustic, 
carries impulses from the sound receptors in 
the ear. Cranial nerves also include fibers run- 
ning to taste buds in the tongue, muscles of the 
face, jaw, and neck, as well as the vagus, which 
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reaches the heart, lungs, larynx, stomach, in- 
testines, liver, pancreas, spleen, and kidneys. 

The brain itself develops in the embryo as a 
ball at the end of a hollow tube that later be- 
comes the spinal cord. As the ball expands, it 
divides into the cerebrum and the other major 
parts of the brain, the cerebellum, medulla, and 
the pons. The cerebrum, which eventually 
dominates the cranial cavity, grows much faster 
than the other parts of the brain. It folds back 
upon itself a number of times, producing the 
convolutions that give the human brain the 
appearance of a huge gray walnut. The con- 
volutions almost conceal the medulla and the 
cerebellum, but enable the brain to carry an 
immense amount of surface area in a small 
space. The gray matter that gives the cerebrum 
its color is only a bark-like covering, about an 
eighth of an inch thick. Called the cortex, it 
contains nerve cells with axons that extend into 
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alayer of white matter beneath. 

The furrows and folds of the convolutions 
may seem haphazard, but they divide each half 
of the brain into distinct regions. One deep fur- 
row starting near the middle of each hemi- 
sphere and running downward and forward is 
called the central sulcus. This is an important 
dividing line between sensory and motor nerve 
areas. The region behind the line contains 
nerves that bring stimuli from the hands, feet, 
face, tongue, and various other outer and inner 
parts of the body. In front of the central sulcus 
are nerves related to movement of the muscles 
in the hands, feet, face, tongue, and other areas. 

In humans, machines have detected areas 
of the brain that react to lights, odors, and 
other stimuli. Knowledge of the sensory and 
motor areas of the brain helps locate the source 
of certain diseases involving the nervous sys- 
tem. For example, doctors for generations have 
known that nerve fibers from the right side of 
the body cross over in the brain stem to the left 
side of the brain. Similarly, nerve fibers from 
the left side of the body cross over to the right 
side of the brain. Thus, when a person becomes 
paralyzed on the right side, doctors can assume 
safely there has been damage to the motor area 
on the left side of the brain. Damage to the as- 
sociation areas of the cortex may be revealed 
when a person can see simple printed words 
but cannot recognize them. Or, if the motor 
association area is damaged, the person sud- 
denly is unable to perform such a simple task 
as writing his name. 

One region of the cerebrum that has defied 
mapping is the so-called silent area of the 
frontal lobes. This portion of the brain, behind 
the forehead, seems to be related to emotions 
and moral traits rather than simple sensory- 
motor functions. When fibers connecting the 
frontal lobes with the rest of the cerebrum are 
cut, the person may lose initiative, become care- 
less, or even become unable to understand a 
joke. The frontal lobes may be cut surgically, 
however, to help mental patients who are ex- 
tremely depressed or violent. 

_ We mentioned earlier that electrical currents 
in nerve fibers could be measured and traced. 
The brain not only shows evidence of electri- 
cal activity, but it produces small current 
changes known as brain waves. The brain 
Waves may appear at a frequency of about 10 
Per second, but they vary in frequency and size. 
re penon is said to have a brain wave pat- 

at is as distinctive as his handwriting. 
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The study of brain waves is a complicated field 
requiring expensive electronic equipment. But 
the information gained from the study of 
“brainprints” has been valuable in helping vic- 
tims of epilepsy and other nerve disorders. 

Because of their common origin the brain 
and spinal cord have the same set of protective 
membranes, although these vary slightly in 
different areas. The innermost of the three 
layers, the pia mater, fits over the convolutions 
of the brain like a tight, delicate glove. It car- 
ries many fine blood vessels that nourish the 
brain. Covering the pia mater is the middle 
membrane called the arachnoid, It resembles 
a filmy spider web. The outer layer, the dura 
mater, protects the central nervous system 
from being damaged by contact with bony sur- 
faces of the skull and spine, and serves as a sup- 
port for these. 

The dura mater also forms partitions be- 
tween the major divisions of the brain, giving 
them support and extra cushioning. 


The Cerebellum 


At the base of the cerebrum, where it joins 
the spinal cord, are three structures known as 
the pons, the medulla, and the cerebellum. The 
pons looks like a bridge made of coarse fibers. 
The fibers connect the medulla with the higher 
centers of the brain. The medulla, just below 
the pons, is an important switching center for 
nerve impulses going to and from the higher 
brain centers. It is also headquarters for many 
vital body functions. Body temperature, heart 
rate, breathing, swallowing, and the size of the 
openings in blood vessels are controlled by the 
medulla through the autonomic nervous sys- 
tem of the medulla. 

The cerebellum, second largest of the brain 
divisions, is divided into ribbed hemispheres. 
And, like the cerebrum, much of the cerebel- 
lum areas have been mapped. The front and 
back areas control muscle tone. An area behind 
the back lobe is concerned with equilibrium. 
And the two main hemisphere areas control 
coordination of voluntary movements. Thus, 
the cerebellum is important for such activities 
as walking, dancing, playing ball, or even for 
such routine tasks as tying a shoelace or lifting 
a glass of water to the lips. If the cerebellum 
is damaged, many activities requiring coordina- 
tion could be lost. Even talking distinctly would 
be difficult because the cerebellum helps co- 
ordinate the muscles of the vocal cords. 


CHAPTER EIGHT 


THE SENSE ORGANS 


THE EYEBALL frequently is compared to a 
camera. The analogy is not entirely true, but we 
can learn a few things about the eye by thinking 
of it in terms of various parts of a camera. Both 
the eyeball and the camera are light-tight con- 
tainers with dark inside walls. The camera is 
usually shaped like a box while the eyeball is 
spherical, of course. The walls of the camera 
usually are made of a rigid metal or plastic. The 
outside of the eyeball, the sclerotic coat, is 
made of tough fibrous tissue. The eyeball is fur- 
ther protected by its location in the bony orbit 
of the skull. The orbit is lined with a cushion of 
fatty tissue to protect the eye mechanism from 
shock damage. 

The eyeball has a layer just inside the scle- 
rotic coat, the choroid, which is filled with 
blood vessels to nourish the living tissues of 
the eye. 


The Lens 


Both the camera and the eye have a lens to 
focus the image on a light-sensitive surface. 
The light-sensitive surface in the camera is the 
roll or plate of film. In the eye it is a layer of 
light-sensitive nerve cells called the retina. In 
the camera, the distance between the lens and 
the film usually can be changed to keep the im- 
age in focus for objects both near and far away. 
In the eye, the shape of the lens is changed au- 
tomatically, by small muscles, so that we can 
see clearly objects at various distances. 

A further similarity between the eye and the 
camera is that of the iris, the curtain at the front 
of the eye that can be opened or closed to permit 
various amounts of light to pass through the 
lens. In the camera, the iris may be controlled 
by energy from a photoelectric cell or it may be 
adjusted by hand. The iris of the eye adjusts 
automatically to changes in light intensity, 
again by the action of tiny muscles it contains. 

The opening in the iris of the eye is called the 


pupil. 
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In the cases of both the eye and the camera, 
simple lenses do not produce clear images with- 
out some “correction.” The outer edges of the 
lenses bend rays of light at different angles than 
do the center parts of the lenses. Camera lenses 
are corrected by making them from combina- 
tions of different kinds of glass. The human 
eye is partly corrected by nature’s design of the 
cornea, a transparent extension of the sclerotic 
coat in front of the pupil. The curvature of the 
cornea varies slightly to compensate for visual 
errors produced by edges of the lens. In some 
people, however, the surface of the cornea be- 
comes irregular and vision is blurred. This con- 
dition is called astigmatism. 

The front of the eyeball is protected by a 
smooth, transparent layer of tissue called the 
conjunctiva. A similar membrane covers the 
inner surfaces of the eyelids. The eyelids also 
contain dozens of tiny tarsal glands that secrete 
an oil to lubricate the surfaces of the eyeball 
and eyelids. Still further protection is provided 
by the lacrimal gland, located at the outer edge 
of the eye socket. It secretes tears to clean the 
protective membrane and keep it moist. 

The region between the cornea and the lens 
is filled with a salty, clear fluid known as the 
aqueous humor. The eyeball behind the lens 
is filled with a jelly-like substance called the 
vitreous humor. 


The Retina 


The innermost layer of the eyeball, the ret- 
ina, is itself made up of eight layers of nerve 
tissue. Most of the layers contain nerve fibers 
or nerve nuclei. But the layer most directly in- 
volved in vision contains specialized nerve cells 
called rods and cones. They get their names 
from the rod and cone-like shapes seen when 
the layer is viewed under a microscope. The 
rods are more sensitive to light than the cones. 
The cones, on the other hand, are sensitive tO 
colors. When we are trying to see an object at 
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night, perhaps by moonlight, we depend upon 
the rods. The faint amounts of light passing 
through the lens fall upon the retina and stimu- 
late the rods which transmit, through the optic 
nerve, the messages that produce the visual 
image in the brain. 

As the intensity in light increases, cones be- 
gin to dominate the action of image formation 
in the brain. The rods might continue firing 
messages to the brain in bright light, but they 
apparently contribute very little to the image 
in such cases. Animals such as rats and owls, 
which sleep during the day and forage for food 
at night, have only rods in the retinas of their 
eyes. 


Eye Defects 


Visual acuity may be affected by several 
types of eye defects. Astigmatism, mentioned 
earlier, is one abnormal condition. Other com- 
mon defects are myopia (nearsightedness ) and 
hyperopia (farsightedness). Myopia occurs 
when the rays of light entering through the lens 
are focused in the vitrous humor, in front of the 
retina. Hyperopia results when the image is 
focused, theoretically, behind the eyeball. Both 
near and farsightedness may result from ab- 
normal curvature of the lens or cornea or from 
abnormal shape of the eyeball. 


Taste and Smell 


There are four basic taste sensations, sweet, 
sour, salty, and bitter. The receptors for taste 
are located mostly on the tongue, although 
there are a few taste buds, as they are called, 
on the soft palate and epiglottis. The taste buds 
on the tongue are found at the tip, on the sides, 
and at the back. Taste buds are more plentiful 
in babies than in old people. 

Although taste buds look alike under a mic- 
toscope, those at the back of the tongue trans- 
mit the bitter sensation. Taste buds at the tip 
generally produce the sensation of sweetness. 
Those along the sides at two points, near the 
tip and again near the back of the tongue, are 
related to the taste sensation of saltiness. And 
buds along the sides but toward the back of the 
tongue transmit sour sensations. 

If your mouth were completely dry, you 
Would not be able to taste anything. Taste sen- 
Sations occur only when the substance in the 
Mouth has been moistened. The moisture usu- 
ally is supplied in sufficient quantities by your 
Salivary glands. 
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The organ of smell helps to detect sub- 
stances at a distance or things not visible, and 
may act as a warning of danger. It is apparently 
much more important in lower animals than in 
humans. 

Our sense of smell is contained in the olfac- 
tory organ located in the top of the nasal cavity. 
A long bulb of nerve tissue extends along a 
ledge of skull bone separating the nasal cavity 
from the brain: There is a series of tiny holes 
through the bony ledge, and through the holes 
nerve fibers pass to a layer of hair cells in the 
nasal mucous membrane. The size of the mem- 
brane area containing the odor receptors is 
only about 1⁄4 of a square inch in humans, but 
the olfactory receptor area in a dog is about 40 
times as large—indicating the relative impor- 
tance of the sense of smell between the two 
species. 

The olfactory smell receptors are a type of 
chemical detector. To be “smelled,” an odor 
first must be dissolved in the mucous secreted 
by the nasal mucous membrane. Scientists have 
found that only substances that can pass a cer- 
tain set of “smellability” requirements will be 
detected by the nose. 

The olfactory organ is a sensitive and com- 
plicated chemical plant capable of sifting 
through many sizes and shapes of molecules, 
giving you a computer-quick decision on which 
odoriferous substances are close to you. The 
receptors are sensitive enough to detect a sub- 
stance diluted to as much as one part in 
30,000,000,000. 


Ears 


Have you ever tried to carry on a conversa- 
tion near the center of a big city during the rush 
hour? If so, you can remember the continuous 
din of elevated trains, police whistles, taxi 
horns, shouts of newsboys, and the clacking of 
shoes on sidewalks. 

Most people can hear sounds between about 
40 cyles, or vibrations, per second and 20,000 
per second. 

How do sounds that begin as air vibrations 
reach the part of the brain that identifies and 
catalogs them? The vibrations travel down the 
tube leading from the outer ear to the eardrum. 
The tube is called the external auditory canal. 
It is lined with hair and glands that secrete ear 
wax. The tube is funnel-shaped to help collect 
sound waves and guide them to the eardrum, or 
tympanic membrane. 

On the inner side of the tympanic membrane 
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is the middle ear, which as we have said earlier, 
contains three tiny bones, or ossicles. The 
bones, called the hammer, anvil, and stirrup, 
are stretched across the cavity of the middle ear 
to relay the vibrations from the eardrum to the 
fluid-filled cavity of the inner ear. Sound waves 
vibrate the eardrum and the hammer attached 
to it. The hammer pushes the anvil which, in 
turn, moves the stirrup. 

The stirrup acts as a piston on the membrane 
of the oval window as it pushes against the fluid 
in the inner ear. The inner ear contains the 
cochlea, a snail-shaped spiral tunnel in which 
the organ of Corti—the true organ of hearing— 
is located. The inner ear also contains the semi- 
circular canals which help give us our sense of 
balance. 


The Hearing Organ 


The organ of Corti consists of specialized 
nerve cells that follow the spiral of the cochlea. 
The cells rest on the basilar membrane, which 
is made up of connective-tissue fibers. The 
nerve cells have hair-like projections and the 
tips of the hairs are in contact with a membrane 
above, the tectorial membrane. The spongy 
bone that forms the core of the cochlea has 
many tiny tunnels through which the nerves 
carry impulses to the brain. 
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Each middle ear is connected with the throat 
in back of the mouth by a passageway called 
the auditory, or Eustachian, tube. The job of 
this tube is to equalize air pressure in the mid- 
dle ear with the atmospheric pressure. 


The Organ of Balance 


The organ of equilibrium, or balance, has 
two kinds of nerve receptors. They are located 
in three membrane-like tubes, called semicir- 
cular canals, and two small sacs in the inner 
ear next to the cochlea. The semicircular canals 
are set at right angles to each other—like the 
top and adjacent sides of the corner of a box. 
The nerve receptors in the semicircular canals 
are hair cells with the tips of the hair embedded 
in a plume of gelatin-like material. When the 
head is moved, the fluid flows against the 
plumes, called cristae. This pressure triggers 
the receptors which transmit to the brain the 
message that the head is changing position. 

The second kind of receptor is located in the 
two small sacs. It also uses hair cells with the 
hairs embedded in a gelatin-like material. But 
the surface of the gelatinous mass in the two 
sacs is coated with a layer of tiny grains of lime- 
stone. Movement of the head causes the grains, 
called otoliths, to shift. This causes the hair 
cells to send out nerve impulses. 
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CHAPTER ONE 


THE PERIODIC HEALTH EXAMINATION 


EVERY CHILD born in the United States to- 
day will enjoy an average life expectancy of at 
least three-score and ten years and a freedom 
from communicable disease unequalled in 
history. This fortunate state has been made 
possible largely by the public health worker 
and the medical scientist. Throughout the era 
of health improvement, little effort has been 
required of the average citizen to obtain these 
important benefits. 

The future will be different. Immunization, 
better sanitation, and superior nutrition have 
already made their contributions to our well- 
being. However, many diseases cannot be pre- 
vented. For these, early detection is necessary 
for most effective treatment. Further advances 
can be expected when each individual assumes 
responsibility for his own health and fitness. 
Longevity will depend more and more upon 
our active participation in programs for health 
betterment—this must be a “do-it-yourself” 
project. 

The chronic diseases, with their quiet ap- 
proach, make “undercover” inroads to depress 
our vigor and shorten our active years. Dia- 
betes, cancer, and high blood pressure seldom 
cause symptoms in their earlier stages, yet 
treatment is more effective, less extended, less 
painful, and less expensive when it is begun at 
the onset of a disease. Thus, the best hope for 
control of these dread diseases lies in their 
early detection. 

The regular health examination is the only 
practical method we have at present for de- 
tecting disease in its earlier stages. The practice 
of examining infants and young children at 
frequent intervals has given us the healthiest 
children and the lowest death rates for these 
age groups ever achieved in the history of our 
country. Mortality from disease is unbelievably 
low among infants and, until maturity, ac- 
cidents cause more deaths than disease. As 
adults, we should adopt this effective type of 
disease control and share in the benefits our 
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children enjoy. Why wait until pain or other 
symptoms appear to motivate us? If industry 
has found the regular inspection of expensive 
machines a source of profits, it is even more 
logical that we should examine the human ma- 
chine for which spare parts are not yet an ac- 
tuality. With reasonable attention the body 
astounds us with its capacity for self-regulation 
and repair, 

Your family doctor, who is acquainted with 
your background and personal problems, is the 
person best equipped to give the health exami- 
nation. He is interested in you, and you have 
faith in his competence—this sympathetic bond 
is very necessary for mutual understanding and 
cooperation in the maintenance of health. 


How Often Should You Be Examined? 


While experience has established the annual 
examination as practical for the normal, 
healthy adult, the interval is not fixed. For 
those under the age of 40 and free from symp- 
toms, an examination every second year may 
provide sufficient protection. When symptoms 
appear, prompt re-examination should be 
sought to ward off serious disease. 

Time passes rapidly and it may be advisable 
to link the annual checkup to an anniversary 
date. Many persons select birthdays. Whatever 
the date chosen, regularity of examination 
counts most. 

The health examination can be completed 
within an hour, although some additional time 
may be needed for analyzing x-ray and labora- 
tory tests. Part of this period is spent with the 
physician, the rest with the nurse or technician. 


The Examination Procedure 


Your doctor will first ask you some questions 
about your living habits. He will want to know 
about your work, your daily diet, and hours of 
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Form A PATIENT'S HISTORY FORM 
NOTE—Answer “yes” or “no” wherever possible. Give date, number, or other information where requested. 


a? 


In your work are you subjected to 
Skin irritation — Dust ___ Fumes — (If “yes,” describe) —————_———mmmmmmmmmmm 
Have you ever changed work for health reasons —— (I£ “yes,” desert) i 


Other work problems_— (If “yes,” E r oo en 


Living conditions 
Live with own family — 


How many servings of the following foods do you eat daily: 
Leafy vegetables_— Other vegetables (specify) _— 
Other milk products (specify) —____—— 


How much do you drink daily of: Water — Milk Tea— Coffe— Soft drinks — Alcoholic drinks — 


Are your bowel movements: Regular_— Without physics or cathartics — 


Do you smoke: Cigarettes_— Cigars_— Pipe — How many—— For how long————— ————— 
+ Aspirin—— Sleeping pills — Allergy drugs —- Others (specify) — 


Siak aorta do yout punase ee E S E Sa 
Sex life: S a tied jon EA Aint ee a E T E a O 
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Form A PATIENT'S HISTORY FORM 


NOTE—Answer “yes” or “no” wherever possible. Give date, number, or other information where requested. 


Illnesses, injuries, and immunizations 


If you have had any illness, indicate by the approximate age at which you had it 


Chicken Pox__ Hepatitis — Syphilis — Bronchitis — Others (specify) 
Measles — Encephalitis — Migraine Pneumonia- 
German Measles — Poliomyelitis — Rheumatic Fever. Asthma. 
Whooping Cough— Meningitis — ‘Tuberculosis — Allergy. 
Diphtheria — Gonorrhea—— Pleurisy —— Nervous Conditions—— 
Do you ever have 
Loss of appetite_— Abdominal cramps —— Numbness — Chronic cough— Discharges. 
Nausea or vomiting— Muscle cramps — Tingling— Chest pain—— Convulsions — 
Headaches — Palpitation — Wheezing___ Trouble with urination ——____—_—_-— 
Dizziness — Shortness of breath____ Swelling of feet — Bleeding— —— 
Injuries or broken bones (specify). 
Surgical operations (specify). 
Immunizations (Enter date of last booster dose) 
Smallpox— Tetanus— Diphtheria— Polio—— Whooping Cough— Others (specify). — 


How often do you visit dentist. 


Dental health: Date of last visit to dentist. 


Family health history Father Mother Brother or sister Wife or husband Children 


Any deceased 
Cause of death 


Any now ill 


Nature of illness 


Menstrual history 


Monthly periods: Regular— Last how many days. Does flow seem excessive. 


Pregnancies: Number — Any problems during pregnancy (discuss with doctor). 


Do you consider yourself to be in good health — If not, what is your complaint. 


‘What additional information should the doctor have about you. 
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sleep; in particular, he will seek information 
about habits which affect health; such as smok- 
ing, drinking, and exercise. If your parents are 
no longer living, he may wish to know their 
ages at death and the causes, for diseases often 
run through the family. Even minor symptoms 
will be listed in your history, such as slight 
changes in digestion or elimination. Have you 
been disturbed over an emotional problem? 
Apprehension and anxiety can cause physical 
symptoms, even interfere with the functions of 
vital organs. Give your doctor frank answers. 

For the examination your doctor may ask 
you to disrobe in part, so that he may check 
your posture and balance, and make other nec- 
essary observations. In beginning his head-to- 
toe scrutiny, he examines your eyes, ears, nose, 
and throat. Any enlargement of the thyroid 
gland or lymph nodes in the neck will be noted. 
He will listen to your heart and lung action, 
check your pulse rate, take your blood pres- 
sure, and examine your abdomen. He will note 
the condition of your arteries and the nerve re- 
flexes. 

While a chest x-ray is now a routine pro- 
cedure, other x-ray investigations are a matter 
for his medical judgment. 


The Laboratory Tests 


When a sample of blood has been collected 
from an arm vein, a white blood count and 
hemoglobin determination are usually made. 
If your doctor has not previously ordered a 
test for syphilis, he may do so. A urine speci- 
men is collected and other tests will be ar- 
ranged when your doctor believes they are 
indicated for you. 

Because you may have questions to ask, the 
discussion with the doctor which follows the 
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examination may be the most valuable portion 
of the whole procedure. When your health is 
good and disease is not present, the doctor may 
wish to make some recommendations in re- 
gard to your living habits or he may suggest 
that certain immunizations be repeated. When 
defects are located, he stands ready to give 
information and guidance toward their cor- 
rection. His advice is far more reliable than 
that given in lay journals or by your friends. 
Follow it. Never become the victim of fads and 
quackery. 


Keeping the Record 


Most physicians have their own system for 
keeping records. The American Medical Asso- 
ciation has devised a pattern form for health 
records, a sample of which is reproduced here. 
This will give you a general idea of what infor- 
mation the doctor will ask you for, and of what 
the examination consists, as already described. 
The doctor may modify the examination pro- 
cedure as circumstances warrant, but the gen- 
eral outline will usually be followed. 

Everyone, young and old, needs a regular 
periodic physical checkup. Many reasons can 
be found for having it, few excuses for omitting 
it. Serious disease is only occasionally found, 
but many persons will carry the “seeds” of 
chronic ailments which may become disabilities 
later in life. We all have some habits which may 
be keeping us from enjoying vigorous, positive 
health, Finally, regular examination provides a 
continuous record of your physical state—a 
baseline for judging changes in your health as 
they occur. So, for more robust health, and a 
longer and more active life, have the annual 
health inventory, ask your physician’s advice, 
and follow it closely. 


CHAPTER TWO 


THE HEALTH OF WORKERS 


AMERICA’S GREATEST ASSET is its nearly 
80,000,000 productive workers, in business, 
industry, and agriculture. Upon their good 
health depend the prosperity and productivity 
of our economic system. The worker who is 
absent from his job because of illness or injury 
stops producing, and both his family and soci- 
ety suffer through loss of his earnings and serv- 
ices. The complex nature of modern industrial 
techniques exposes workers to many new phys- 
ical and chemical hazards which would in- 
crease accidents, occupational diseases, and 
loss of time from work if precautions were not 
taken to protect the safety and health of these 
workers. 

Recognizing the importance of preserving 
the health and safety of workers, many indus- 
tries have organized safety programs and pre- 
ventive industrial health programs. Physicians 
and safety experts are often employed by in- 
dustry to supervise these programs. Industrial 
hygienists study the job hazards and set up 
standards for safe operation to protect the 
worker from accident-causing procedures. 
Safety equipment is provided for machines, 
and protective equipment for workers. 

Physicians examine job applicants to assure 
that their vision, their hearing, and their physi- 
cal condition are well adapted to the safe per- 
formance of their particular jobs. In case of 
sudden illness or injury, doctors are available 
for prompt medical care to prevent further 
harm to the worker and to restore him quickly 
to full employment. Physicians give the worker 
appropriate inoculations against diseases to 
which the job may expose him. Industrial 
nurses work under the physician’s direction to 
teach the worker safety and health and to ad- 
vise him about his health problems. 

Industrial management usually provides 
these health programs as a part of the employ- 
er’s responsibility to maintain a safe workplace. 
Workmen’s compensation laws require that 
management do so, as well as to furnish medi- 
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cal care for job-related injuries or illnesses. 
Some unions also provide such health main- 
tenance services. They are equally in the self- 
interest of the worker and the employer. 


The Worker’s Responsibility 


The worker himself can greatly assist in 
supporting such health maintenance efforts. In 
order for such programs to be successful, he 
should carefully observe the safety rules pre- 
scribed by the safety team in his shop. He 
should regularly use such protective equipment 
as safety glasses, safety shoes, gloves, masks, 
and hard hats as necessary. He should handle 
carefully those dangerous materials which his 
job involves and not take “short-cut” chances 
that make accidents more likely. 

He should get prompt dressings from the 
nurse for minor abrasions and scratches that 
could become infected and disable him. He 
should take advantage of the voluntary physi- 
cal examinations, immunizations, and other 
services recommended by the medical depart- 
ment. And he should avoid needless exposure 
to gases, fumes, solvents, dusts, cleaning 
agents, and other irritating chemicals through 
careless handling. His careful cooperation with 
the safety team is in his own interest even more 
than in his employer’s. To become disabled is 
of no advantage to anyone—especially to the 
worker’s family. 

Every employee should have a personal 
physician, whether or not there is an industrial 
physician at his place of employment. If there 
is no industrial physician, the family physician 
may fulfill this function anyway. In addition, 
many illnesses and injuries which are not re- 
lated to his work can just as effectively deprive 
him of his job as can an accident at work. 
Prompt medical treatment of a minor illness 
may prevent a major, disabling one. Periodic 
check-ups by the family physician are there- 
fore a part of good health maintenance to pre- 


THE HEALTH OF WORKERS 


serve good earning capacity, especially as the 
worker grows older. Early diagnosis of heart 
disease, diabetes, cancer, or emotional trou- 
bles—with consequent treatment and cure— 
may save years of productive employment and 
avoid forced invalidism or retirement. 

Many illnesses which happen to employed 
persons are not directly related to their jobs. 
Acute conditions like colds, digestive distur- 
bances, headaches, or hangovers may happen 
to anyone, and are related to the job only con- 


133 


ditionally if at all. Chronic illnesses such as 
allergies, heart diseases, arthritis, high blood 
pressure, diabetes, vision and hearing dis- 
turbances are not, as a rule, due to the job, al- 
though in some instances they may be made 
worse, or improved, by a change in employ- 
ment. These illnesses reside in the person, and 
not in the job. They are therefore the respon- 
sibility of the worker, not of the company. 
Some employers choose to provide assist- 
ance to the worker and his doctor through 
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making available the more expensive labora- 
tory tests at nominal cost or even for free. The 
treatment of the patient remains the function 
of the physician chosen by the individual, and 
the responsibility rests between doctor and pa- 
tient, involving the company only incidentally 
as a voluntary and helpful factor. One type of 
such helpfulness is the adaptation of work load 
and type of work by personnel officials of the 
company for workers with handicaps which 
can be overcome—temporarily or permanently 
—by modification of working conditions. 


Common Job Hazards 


Among the commonest job hazards that 
produce temporary or permanent disability to 
workers are the following: 

@burns, either from acid or caustic chemi- 
cals, or from hot objects or steam; 

@fractures, especially of the hands or feet, 
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from improper handling of machines and other 
heavy objects; 

eskin rashes from irritating chemicals or 
solvents; 

@chemicals or foreign bodies in the eye, 
from splashes, dusts, or abrasives; 

®back injuries, often sustained by improper 
lifting techniques, or from slips and falls; 

@poisonings, from unprotected exposure to 
chemicals or gases; 

@lacerations and bruises, usually resulting 
from impulsiveness in handling materials or 
machines. 

In addition, continuously appearing new 
processes in industry, shipping, and agriculture 
require never-ceasing vigilance in adaptation 
of safety procedures to new hazards, as in such 
fields as radiation, air pollution, and plastics. 
Only by continual conscientious ingenuity can 
the work environment be improved and the ` 
safety and health of the worker protected in 
these rapidly advancing fields. 

The promotion of the health and safety of 
workers is a team effort, which involves the 
understanding and cooperation of the worker 
and his industrial and family physicians, the 
safety director, the nurse, the industrial hy- 
gienist, his union, and the management at his 
plant or office. Effective health maintenance 
works best when all these people work together 
for safeguarding the workplace, the home, and 
the worker. Industrial physicians should not 
provide care for home injuries or ordinary ill- 
nesses, but by cooperation with the family 
physician, they may help in maintaining the 
worker’s general health. Similarly, the safety 
director or employer may not be able to force 
compliance with all desirable health and safety 
standards, but the worker can greatly assist the 
team by a helpful attitude toward the health 
and safety of the group of employees with 
whom he works, for the good of all concerned. 
The whole philosophy of safety and health 
maintenance depends on friendly cooperation 
in a community of all the people involved. To 
this end, all can make a contribution toward 
lowering accident rates, helping to maintain 4 
productive economy, and at the same time, 
protecting the wage earner and his family from 
avoidable disaster. i 


CHAPTER THREE 


FOODS AND NUTRITION 


Goop NUTRITION is vital to our physical and 
emotional well-being. It gives us the vigor and 
stamina we need both to carry on and to enjoy 
our daily activities. Because most of us eat our 
most important meals at home, what comes 
from our kitchen to our dining tables largely 
determines the quality of our nourishment. 

Food contains the nutrients such as protein, 
carbohydrates, fats, vitamins, and minerals 
that we need for growth, maintenance, and re- 
pair of body tissues and energy production. All 
of the nutrients that man requires are found in 
ordinary “everyday” foods readily available in 
all parts of the country the year around. We 
normally have no need for dietary supplements 
of vitamins and minerals when our diet is prop- 
erly varied. To be certain that she is giving her 
family all of the needed food values, the home- 
maker must make careful food selections in the 
market place and then prepare her food at- 
tractively while conserving its nutrients. 

It is not necessary to memorize the details of 
the nutrient composition of foods in order to 
achieve a nutritionally adequate diet. Simply 
choose foods from the Daily Food Guide: milk, 
meat, vegetable-fruit, and bread and cereals. 
These foods offer us a wide variety and assure 
us the basis of a healthful diet. 


Milk Group 


‘The consumption of an adequate amount of 
milk or other dairy foods is particularly im- 
portant during growth, pregnancy, and while 
nursing a baby. The milk group includes not 
only whole, skim, and evaporated milk and 
buttermilk, but also butter, cheese, and ice 
cream, Milk and its products can improve the 
value of almost any meal. 

The dairy foods, with the exception of cream 
and butter, are interchangeable so far as their 
contribution of calcium to the diet is con- 
cerned. Thus, a one-inch cube of cheddar 
cheese can change places at mealtime with 2/3 
cup of milk; 1/2 cup cottage cheese can be 
used for 1/3 cup of milk, and 1/2 cup of ice 


135 


cream is interchangeable with 1/4 cup of milk 
if a treat is desired. 

Milk or some milk product is recommended 
every day for everyone in these minimum 


quantities: 

Eight-ounce cups of fluid milk 
CHI cus dice eet anereiere a1 920 a 3 to 4 cups 
Teen-agers ... 0. eee eee eee 4 or more 
Adults of all ages ......--++++ 1 to 2 cups 
Pregnant women ......++--+++ 4 or more 
Nursing mothers ......+.++++++ 6 or more 


Milk is our richest food source of calcium 
and is a valuable source of protein and ribo- 
flavin. Milk is counted on to supply an impor- 
tant vitamin, vitamin D; so be certain that the 
brand you buy has this vitamin added. 


Meat Group 


In addition to meat, fish, and poultry, eggs, 
dry beans and peas, and nuts are included in 
the meat group because they contribute similar 
important food benefits—protein, B vitamins, 
iron, and other nutrients for the family meal. 

Choose one or more servings from the meat 
group every day. A minimum adult serving of 
meat is three ounces of lean, cooked meat, 
poultry, or fish without bone. Larger servings 
may be needed for growing and active persons; 
smaller servings will do for children. It is rec- 
ommended that some meat, poultry, fish, or 
eggs be eaten at each meal. Eggs (two for a 
serving), dry beans, dry peas and lentils (1 cup, 
cooked, per serving), peanut butter (4 table- 
spoons), and nuts can be used in place of one 
serving of meat when menu variety is desired. 
A thick peanut butter sandwich does not look 
much like roast beef, but it can accomplish 
about the same thing in the body. 

Do not be hasty in condemning luncheon 
meats, hamburgers, and frankfurters; they are 
rightful members of the meat group and may 
provide a tantalizing attraction for the “meal 
skipper.” Do not overlook the less expensive 
cuts of meat either. Use of a little time, imagi- 
nation, and possibly a meat tenderizer can 
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turn inexpensive meat cuts into gourmet de- 
lights just as nourishing as the more expensive 
cuts. The decision to broil, roast, boil, or fry 
the foods in this group, of course, depends on 
your preference and tolerance for fat. Roasting 
and broiling reduce the fat content of these 
meats somewhat. 


Vegetable-Fruit Group 


Vegetables and fruits are the foods most 
frequently neglected by children and young 
people. This is unfortunate because vegetables 
and fruits provide important nutrients. 

Your diet should include four or more serv- 
ings from the vegetable-fruit group every day. 
There should be one good source of vitamin C 
or two servings of a fair source. 

There should be also one serving, at least 
every other day, of a good source of vitamin A. 
If the food chosen for vitamin C is also a good 
source of vitamin A, the additional serving of 
vitamin A food may be omitted. The remaining 
two to three or more servings may be of any 
vegetable or fruit, including those that are val- 
uable for vitamin C and vitamin A. 

A serving for an adult, for example, is 1/2 
cup of vegetable or fruit, or one medium-sized 
whole fruit or potato, or half of a medium-sized 
grapefruit or melon. 

The following are sources of vitamin C: 

Good—grapefruit or grapefruit juice, or- 
ange or orange juice, cantaloupe, guava, 
mango, papaya, raw (fresh) strawberries, 
broccoli, green pepper, and sweet red pepper. 

Fair, but also important—honeydew melon, 
tangerine or tangerine juice, watermelon, as- 
paragus tips, Brussels sprouts, raw cabbage, 
collards, garden cress, kale, kohlrabi, mustard 
greens, potatoes and sweet potatoes cooked in 
their jackets, spinach, tomato or tomato juice, 
and turnip greens. 

Vitamin A is stored by the body so that a 
daily source is not needed; three or four serv- 
ings a week are sufficient. Foods that provide 
vitamin A are: dark-green and deep-yellow 
vegetables and a few fruits, namely apricots, 
broccoli, cantaloupe, carrots, chard, collards, 
cress, kale, mango, persimmon, pumpkin, spin- 
ach, sweet potatoes, turnip greens, winter 
squash, and other dark-green leaves. 


Bread-Cereal Group 


This group includes all breads and cereals 
that are whole grained, enriched, or restored. 
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Cereals seem to be the forgotten food group, 
just as fruits and vegetables are often the ne- 
glected foods. The drift away from the use of 
cereal foods occurring in recent times is a re- 
flection of our affluent way of life. It is lamen- 
table, since cereals at relatively low cost add 
both variety to our diet and worthwhile 
amounts of important nutrients. 

A serving is one slice of bread; one ounce of 
ready-to-eat cereal; 1/2 to 3/4 cup of cooked 
cereal, cornmeal, grits, or macaroni products, 
Three or more servings daily from this group 
are recommended; for example, three slices of 
bread and one serving of cereal. If no cereals as 
such are chosen, you should have an extra serv- 
ing of bread or baked goods. Choose from 
breads, cooked and ready-to-eat cereals, corn- 
meal, crackers, grits, rice, rolled oats, maca- 
roni, spaghetti, noodles, and baked goods made 
with whole grain or enriched flour. 


Other Foods 


The foods suggested above provide the 
minimum foundation for an adequate diet. 
Other foods will be needed to complete or 
round out the diet. Additional or extra-large 
servings of foods listed in the daily plan can 
be used as well as such foods as fats, oils, sug- 
ars, and unenriched refined cereal foods which 
are not emphasized because they contribute 
mainly calories. The amount of food each per- 
son eats each day (the size, the number of serv- 
ings) will be determined primarily by his 
energy needs. The minimum servings recom- 
mended in the daily food guide will provide 
from 1250 to 1450 calories. Most people will 
need from a third to a half more calories than 
the basic plan provides for. Strict adherence to 
the basic plan would turn it into a weight re- 
duction regimen. The bathraom scale is a good 
guide as to whether one is getting enough calo- 
ries or too many. 

There are several important concepts to 
keep in mind when following this nutrition 
guide: 

®No single food will provide all of the nu- 
trients needed. Variety in the diet is the surest 
way to be certain of proper nourishment. Ex- 
cessive dependence on even such a good food 
as milk can interfere with achieving an ade- 
quate diet. Learn enough about foods to be 
able to make wise substitutions for tiresome OF 
unliked foods so that health needs will be met. 

©Be certain that your children are exposed 
to a variety of vegetables and fruits while they 
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are young so that their interest in these essen- 
tial foods is stimulated. Also cook them in ap- 
petizingly different ways. Frequent repetition 
of the same vegetable prepared in the same old 
way is sure to destroy its popularity. 

@The less food one consumes, as in caloric 
restriction for weight reduction, the more im- 
portant it becomes to choose food wisely. The 
preferred way to reduce weight is to cut down 
on the amount of food consumed. One should 
cut down, however, not cut out. Many people 
have the mistaken notion that some foods are 
fattening and should be avoided; this is not so. 
No one food can be considered fattening be- 
cause each food contributes a certain percent- 
age of the day’s calories. The true cause of 
overweight is the total amount of food calories 
one consumes per day. 

eEach meal is important, one no less than 
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the other. If breakfast is a neglected meal at 
your house, the reason why should be sought 
and corrected. Trying different foods and meth- 
ods of preparation may keep the family from 
being bored. There is nothing sacred about the 
conventional American breakfast of toast, 
eggs, cereal, or pancakes. Simple sandwiches 
may be a welcome change, or a small steak or 
chop. Perhaps a slight modification of the kinds 
of foods served, the frequency of their use, or 
the size of servings will bring the family’s ap- 
petites back to the table and their meals up to 
acceptable standards. 

eAlthough we may prefer fresh foods in 
season, there is so little loss of nutritive value 
by the modern methods of preservation that 
canned and frozen foods can be used with con- 
fidence. It is fashionable today to criticize proc- 
essed foods as being so highly refined as to be 
devoid of nutrients. Such criticism is usually 
made either by those who have something else 
to sell or by zealots who do not understand 
modern methods of processing. 

Our food industry prevents contamination 
and deterioration of foods by processing and 
makes available the most nutritious and at- 
tractive food products known. Processing 
techniques now utilized give us canned, frozen, 
and dehydrated foods with nutritive values 
comparable to those in the foods grandmother 
prepared fresh from her farm. Some heat sen- 
sitive vitamins (vitamin C, the B vitamins, 
and ascorbic acid) are lost in the canning proc- 
ess and in blanching prior to freezing, but 
these losses are insignificant when the total 
diet is considered. Dehydration, a fairly new 
process on the consumer market, results 1n 
only slight losses of the B vitamins. Cured and 
fermented products have nutritive values simi- 
lar to foods preserved by other methods. Foods 
preserved in these various ways differ in physi- 
cal characteristics from the fresh food, but they 
have the advantage of safe storage for long pe 
riods of time. Refined cereals which lose nu- 
trients in the milling process are restored to at 
least the nutritive level of the whole grain prod- 
uct; vitamin D is added to milk, and iodine 
added to salt. 

@Selection and final preparation is the home- 
maker’s role in food production. She should 
look for the enriched products when purchas- 


Í ing foods that can be enriched. The cooking 
Ú process she employs will affect the heat- 


sensitive and the water-soluble vitamins. The 
homemaker can conserve these vitamins by 
cooking most foods in as short a time and with 
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milk or milk 
products 
(in cups) 


meat, fish, 
poultry, eggs 
(in servings) 


green & yellow 
vegetables 
(in servings) 


citrus fruits 
& tomatoes 
(in servings) 


potatoes, 
other fruits 
& vegetables 
(in servings) 


bread, flour, 
& cereal 
(in servings) 


butter or 
margarine 
(in tablespoons) 2 
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2. The recommended daily serving of meat, fish, 
and poultry (3 oz.) may be alternated with eggs 


need for the nutrients in 1 or 2 cups of milk 
y can be satisfied by cheeses or ice cream. x 
cup of milk is approximately equivalent to or cheese, dried peas, beans, or lentils. 
ps of cottage cheese or 2-3 large scoops 
ee ies ersam) 3, itis important to drink enough fluid. The equiv- 
š alent of 3-5 cups daily is recommended. 
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as little water as possible. Many nutrients are 
carelessly discarded in unnecessary trimming 
and unused left-overs. 


Between-Meal Snacks 


Should snacking or between-meal eating be 
allowed? The rapidly growing child and teen- 
ager generally need more food than they can 
eat in three meals. Evidence is accumulating 
that shows that several smaller meals per day 
may be more desirable. Children and teenagers 
-often get hungry or “run out of gas” long before 
a meal. Tiredness and upset appetites result. 
Snacking is acceptable, when necessary, but 
usually needs some supervision by parents who 
understand that snacks should be nutritious— 
not simply a sweet treat. Consider them as 
“junior” meals. Each person must be the judge 
of the time and amount of the snack. If weight 
is a problem, let the snack be such foods as 
celery or carrots. The adult, so long as he eats 
adequate meals, should have little need for any 
food between meals. 

Soft drinks and candy can become a problem 
if they are consumed out of proportion to other 
foods in the diet. Be sure they do not replace 
other foods which offer more adequate nutri- 
tive quality to the diet. Drinks and foods in 
which sugar is replaced by nonnutritive sweet- 
eners are becoming popular. Be sensible in the 
use of less valuable foods and drinks; young 
people require a considerable amount of food 
energy and nutrients which such drinks do not 
provide. 

Food habits change with age. This is neither 
surprising nor a cause for alarm. Old age does 
not necessitate a greater intake of calories, vi- 
tamins, minerals, and protein. Except for total 
calories, people 60 years of age and over have 
the same nutrient requirements as people in 
middle age. Caloric requirements decrease with 
age largely because of a reduction in the meta- 
bolic rate and a gradual reduction in physical 
activity. This means less food need be con- 
sumed, but greater care must be exercised in 
the selection of that food so as to satisfy all 
nutritional needs. Adherence to the principles 
of good nutrition enumerated in this chapter 
will assure an adequate diet. 

Food habits of older people are influenced 
directly by such factors as income, social status, 
isolation, marital status, presence of disease, 
earlier training, and psychological and phys- 
iological conditions. Loneliness, boredom, a 

feeling of rejection, or perhaps of guilt because 
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of imposing on loved ones can act to destroy 
appetite. In some cases, these factors may have 
quite the opposite effect. 

Foods are now available that can facilitate 
the feeding of elderly people with chewing 
problems, impared gastrointestinal functions, 
or with almost any dietetic problem. In rather 
extreme cases, One can resort to liquid formu- 
lae, chopped and pureed foods, as well as a 
whole host of foods for special dietary uses. 
Consult your physician for ideas. 


Special Diets 


If it becomes necessary to prepare special 
diets, the first step is to be certain to under- 
stand perfectly what is expected. The physician 
should answer all questions; the patient should 
not leave the office until he understands what 
the doctor recommends. Fortunately, most 
special diets are now designed to be modifica- 
tions of the normal diet. If one understands the 
basic facts about normal nutrition, it should 
be possible to prepare attractive meals built 
around special diets. Creative menu planning 
and food preparation are a “must” for the 
homemaker in this situation. In addition to 
avoiding foods forbidden by the special diet, 
perhaps the next most important thing is to 
learn to read food labels. Many foods for spe- 
cial dietary use are now on the market. These 
include diabetic packs, low or restricted so- 
dium foods, and foods with modified fats. 

Eating out has often been frustrating for i 
those faced with dietary restrictions. Limiting 
food choices from an elegant restaurant menu 
or shunning the tempting delicacies offered in 
a friend’s home present definite problems for 
dieters who either enjoy eating out or must do 
so often. Since most diets are only a variation 
of the so-called average American diet, the 
solution may be easier than it appears. Check 
first with the physician to determine just how 
flexible the diet is. Possibly a regular meal can 
be eaten or other substitutions can be made 
now and then. If one eats out often, a restaurant 
with a sympathetic management should be se- 
lected. Some restaurants prefer to be called 
ahead of time when special meals are required; 
others advertise special menu items such as the 
“low-calorie” meal for the dieter. Choose those 
places which, although they may have an eX- 
otic menu, also have a simple a la carte menu, 
for this gives more variety of selection. Such 
restaurants often also are ready to prepare 
something the dieter knows he can have. When 
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visiting a friend’s home for a meal, a brief ex- 
planation of the dietary limitations to the host 
will usually suffice. Eating out is a fun time. 
So enjoy the company, forget what cannot be 
eaten, and enjoy what can! 


The Homemaker’s Role 


The homemaker with a family to feed is a 
key member of the health team. Her job is to 
plan and prepare the most attractive, appetiz- 
Ing, and nutritious meals possible—and, also, 
to see that these meals are consumed by the 
family. Mention has already been made of the 
need for variety in meals, in methods of prepa- 
ration, and of serving. The gradual develop- 
ment of good food’ habits is an important fea- 
ture of an emerging personal health program. 
Food habits usually become established before 
the onset of the teens. If children have not 


learned by this age to demand and accept a 
wide variety of foods, they probably never will. 
What is accomplished prior to adolescence will, 
in large measure, determine how well nourished 
the children will be during adolescence. The 
feeling of independence and often of rebellion 
so common in teenagers can play havoc with 
food habits that are not well established. Par- 
ents and older children must set a good exam- 
ple for all other members of the family. 
Everybody should eat something of everything 
served. Somehow convince Dad that he must 
act like a pacemaker and avoid making unfa- 
vorable comments about the choice of foods or 
how they are cooked. Such differences should 
be discussed privately. The family meal is a 
time for congenial family fun and warmth. 
Food eaten in an atmosphere of love and 
understanding will certainly be accepted and 
digested more readily. 


CHAPTER FOUR 


OBESITY 


Mosr PHYSICIANS consider obesity to be an 
important factor in personal health for three 
reasons: 

1. It is common. 

2. It is associated with increased sickness 
and death rates, notably in respect to heart, 
circulatory, kidney, and metabolic disorders as 
well as surgical and obstetrical complications. 

3. It can be treated with success as one 
practical way to help control associated medi- 
cal conditions. 

The conviction that illness can be reduced 
and death delayed through the correction of 
obesity assumes that two things are true: that 
weight reduction can and does lower the risk 
of disability and death and, that weight reduc- 
tion can be achieved and maintained. 

Medical experience strongly suggests greater 
risks for overweight persons in respect to most 
of the major disorders besetting our popula- 
tion. Statistical reports, notably from life in- 
surance sources, provide the principal support 
indicating increased hazards associated with 
overweight. Although overweight and obesity 
are not the same, most overweight persons are 
obese; that is, they have an excess of body fat 
that amounts to more than 15 per cent over the 
average for their height and sex. A cause and 
effect relationship between overweight and in- 
creased danger to health has not been estab- 
lished, and available information does not 
supply positive proof of beneficial effects di- 
rectly due to weight reduction, On the other 
hand, the evidence for generally adverse effects 
from obesity seems too massive and too con- 
sistent to be ignored. Unless and until definite 
evidence is forthcoming to the contrary, it ap- 
pears reasonable to advise apparently well and 
afflicted individuals alike to avoid overweight, 
and, if overweight, to reduce and then stay re- 
duced, 

Obesity is not always readily subject to 
treatment, and correction of obesity does not 
always insure elimination of the added risks 


associated with this condition. Yet it must be 
acknowledged that efforts toward its control 
seem justified by the relative health advantages 
currently identified with normal weight status. 

Taking fewer calories than are needed seems 
within the theoretical capability of almost 
every person. Yet reported results suggest that 
this frequently attempted pattern is difficult 
and is seldom sustained. Irrespective of source 
and of circumstances, reliable, unbiased, and 
sufficient long-term observations indicate poor 
over-all success for most “dieters.” 

The practical management of obesity may 
be divided into four interdependent and over- 
lapping aspects: psychological, pharmaccu- 
tical, physical, and dietary. General manage- 
ment of obesity is directed toward establishing 
an energy balance in an individual with the 
right kind as well as the right amount of body 
weight. Proper management requires a correct 
diagnosis as well as an attempt to assess the 
“specific” causes of obesity in each instance. 


Psychological Considerations 


Psychological (emotional) factors are Op- 
erative in every person whether he is obese OF 
not. There does not appear to be a single psy- 
chological problem peculiar to the obese 
state, nor one common to all obese persons: 
However, psychological factors may cause 
overweight, or help to maintain it through their 
influence on dietary habits. 

The role of psychic and emotional factors 
must be assessed especially when anxiety 1s @ 
conspicuous feature and the person eats more 
calories than proper hunger calls for. Attempts 
at weight reduction may have adverse effects 10 
some individuals with more serious psycho- 
logical problems. The doctor may avoid or at 
least postpone treatment in those few situations 
where it may actually be harmful. R 

Psychiatric consultation or treatment 1S re- 
quired for only a small portion of obese 
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patients. The general practitioner, the internist, 
or (for children) the pediatrician usually can 
provide suitable guidance and support as part 
of total patient management. The indispensable 
will to lose weight is most readily induced by 
that physician with the most complete knowl- 
edge of the patient, his family, and his unique 
environment, especially if he assumes respon- 
sibility for the patient’s over-all care above and 
beyond the reducing regimen. Rather than 
concentrating on the management of obesity, 
the aim of treatment now is more appropriately 
thought of as the guidance of the patient who is 
obese—of the whole person. 


Pharmaceutical Preparations 


It is not feasible to list the many and varied 
products available to further weight reduction. 
They may be classified into broad groups, not- 
ably: drugs that reduce appetite; drugs that 
promote a feeling of well-being; tranquilizers 
and sedatives; stimulants to metabolism (body 
chemistry); bulky foods to satisfy hunger; 
cathartics; and drugs to eliminate excess 
fluids. 

Agents that reduce food intake sometimes 
are prescribed at the outset or, in stubborn 
cases, as short-term aids to dietary treatment 
provided they do not interfere with taking 
necessary foods. Beyond their specific actions, 
these drugs admittedly meet the frequent need 
for a “gimmick,” the element of magic for 
which the wavering will power inevitably 
reaches out. However, they also serve as a 
crutch, detracting and diverting from the es- 
sential emphasis on dietary regulation. At best, 
they appear to afford only initial temporary 
help. They merely postpone the day when facts 
must be faced. 


Physical Factors 


Among the current—though scarcely new— 
developments in the management of obesity is 
the revised emphasis on the role of exercise. 
Once regarded as a major factor in the treat- 
ment of overweight, physical activity was later 
accorded less importance in the wake of reve- 
lations that considerable effort was required to 
shed even one pound of adipose tissue. The 
Prospect of a 36-mile walk or a 6-hour swim 
discouraged a majority of would-be reducers 
who were too readily convinced that they 
lacked the resources to work off even a small 
part of their surplus, Moreover, they found 
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DESIRABLE WEIGHTS FOR 


MEN OF AGES 25 AND OVER 
Weight in Pounds According to Frame (In Indoor Clothing) 


HEIGHT 
(with shoes on} SMALL MEDIUM LARGE 
1inch heels FRAME FRAME FRAME 
Feet Inches 
112-120 118-129 126-141 
115-123 121-133 129-144 
118-126 124-136 132-148 
121-129 127-139 135-152 
124-133 130-143 138-156 
128-137 134-147 142-161 
132-141 138-152 147-166 


136-145 142-156 151-170 
140-150 146-160 155-174 
144-154 150-165 159-179 
148-158 154-170 164-184 
152-162 158-175 168-189 
156-167 162-180 173-194 
160-171 167-185 178-199 
164-175 172-190 182-204 
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DESIRABLE WEIGHTS FOR 
WOMEN OF AGES 25 AND OVER 
Weight in Pounds According to Frame (In Indoor Clothing) 


HEIGHT 

{with shoes on) SMALL MEDIUM LARGE 
2inch heels FRAME FRAME FRAME 

Feet Inches 
4 10 92- 98 96-107 104-119 
4 94-101 98-110 106-122 
bee +0 96-104 101-113 109-125 
5 1 99-107 104-116 112-128 
ens 102-110 107-119 115-131 
5 3 105-113 110-122 118-134 
a! 108-116 113-126 121-138 
5 5 111-119 116-130 125-142 
5 6 114-123 120-135 129-146 
aa 118-127 124-139 133-150 
5 8 122-131 128-143 137-154 
5 9 126-135 132-147 141-158 
eye 130-140 136-151 145-163 
Be weds 134-144 140-155 149-168 
6 0 138-148 144-159 153-173 


For girls between 18 and 25, subtract 1 pound 
for each year under 25. 


Source: Metropolitan Life Insurance Co, 
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spiritual as well as bodily comfort in some ex- 
pert opinion that calories expended through ex- 
ercise would be immediately replaced as a result 
of an automatic increase in appetite. The only 
exercise that mattered, they were persuaded, 
was the thrice daily practice of pushing them- 
selves away from the table “soon enough and 
far enough.” 

At present, fortunately for fitness as well as 
for fatness, exercise has been restored to grace 
and enjoys respectability. Exercise is advocated 


Sport Cal/min. 
Canoeing (2.5 mph) 3.0 
Horseback riding 

(walking gait) 3.0 
Volleyball si 
Walking (2.5 mph) 3.6 
Bowling 4.5 
Cycling (5.5 mph) 4.5 
Golfing 5.0 
Swimming (20 yd/min) 5.0 
Rowing (2.5 mph) 5.0 
Walking (3.75 mph) 5.6 
Skating 6.0 
Table Tennis 6.0 
Tennis 7.1 
Water Skiing 8.0 
Horseback riding 

(trotting gait) 8.0 
Skiing 9.9 
Squash 10.2 
Cycling (13 mph) 11.0 
Rowing (race speed) 14.0 
Running (10 mph) 15.0 


for weight control for at least two reasons: 

1. It helps expend calories. 

Within the usual range of activity, exercise 
need not stimulate a corresponding increase in 
appetite to offset the energy deficit. 

The energy output required to offset a pound 
of fat is approximately 3,500 calories, but the 
weight need not be lost in a given time period. 

Instead of the exhausting, often impossible 
36-mile hike within the span of hours, a walk 
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of just 1 extra mile per day for 36 days is a 
simple, even pleasant device for shedding an 
extra pound of fat. The total loss of 10 pounds 
thus achieved in a period of a single year rep- 
resents a rate of loss which, with few excep- 
tions, is greatly in excess of that at which 
corpulence is normally acquired. The average 
obese individual typically accumlates his 10 to 
30 per cent surplus over a span of approxi- 
mately as many years. 


2. Exercise also furthers physical, mental, 
psychological, and social fitness. It provides 
an outlet for emotional tensions, promotes 
self-confidence, wholesome social activity, and 
good sportsmanship, and enhances the real, 
albeit intangible, sense of general well-being 
that provides the will power to confront and 
master personal challenges—including a Te- 
ducing regimen. 

Present evidence indicates that physical 
activity does not modify the proportions of 
fatty tissue. 


OBESITY 
Dietary Aspects 


It is generally agreed that, given adequate 
determination, weight can be lost on virtually 
any dietary plan, good or bad, that insures a 
calorie intake less than that required by the 
energy used. It is equally apparent that many 
diets are only temporarily effective and do not 
promote the fundamental purpose of perma- 
nent loss, not to mention good eating habits. 

The principles of the good reducing diet 
continue to be essentially these: 

eThe diet should be individualized in har- 
mony with income, national origin, religious 
principals, and personal circumstances. It 
should literally be a personalized prescription. 

©The diet should be practical, consistent 
with work patterns and other everyday obliga- 
tions and responsibilities. It should keep the 
individual functioning at his usual job and 
should not encourage invalidism, real or im- 
agined, Inappropriate or excessive devotion to 
diet above and beyond actual need can be still 
another form of disability. 

©The diet should be flexible, and should al- 
low for a variety of foods so that the patient 
can exchange one of which he has tired for an- 
other that furnishes the same food values, not 
merely the same calorie count. The diet should 
be elastic, but the dieting should within reason 
be rigid. Any departures from the, prescribed 
diet should be intentional and planned, not ac- 
cidental or due to carelessness. The reducing 


diet may include an item such as ice cream, a 
commonly forbidden treat, prescribed not just 
permitted, once or twice weekly. 

The diet should utilize readily available 
commonly preferred foods which all members 
of the family can be encouraged to enjoy, as 
distinct from unusual or “dietetic” foods. 

©The diet should be consistent with ac- 
cepted health practices and compatible with 
the treatment of any medical conditions, such 
as liver, kidney, and heart disorders, which may 
exist. 

_ ©The diet should be balanced and complete 
in conformity with the Recommended Dietary 
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Allowance of the National Research Council 
(see preceding chapter). Only the attending 
physician can assure the dieter on this point. 
@The diet, basically, should be a pattern for 
life not only for the period of weight reduction, 
but also for the long-term maintenance of 
“normal” weight and optimum health. 


Adjusting Caloric Levels 


The total caloric prescription depends upon 
the weight level and the desired rate of loss. 
Excessive rates of loss not only fail to provide 
an adequate period for adjustment to a revised 
living pattern but, particularly in the case of 
greatly overweight older adults, appear to in- 
crease the risks of serious circulatory mishap. 
The usual goal of one or two pounds’ loss per 
week is achieved by a daily intake of 500 to 
1,000 calories less than the estimated intake 
needed to maintain the weight at which re- 
ducing was begun. 

Prescriptions for diet range widely and are 
commonly set at some arbitrary level between 
1,000 calories and the energy level sufficient to 
maintain the estimated desirable body weight. 
Satisfactory working estimates may be com- 
puted readily through such simple formulas as 
15 calories per pound of desired weight with no 
reckoning for physical activity or 11-1 2 calories 
per pound of desired weight, plus an additional 
25 to 50 per cent, depending on physical ac- 
tivity. This factor is often crucial. 

Obviously the calorie level can and should 
be adjusted in accordance with response. There 
is no substitute for trial and error. It is also cur- 
rently emphasized that 1,000 calories repre- 
sent the smallest practical energy vehicle that 
can provide the recommended daily allow- 
ances of essential minerals and vitamins 
through usual food sources. For children, no- 
tably during puberty and adolescence, the 
minimum figure for a satisfactory diet on which 
to lose weight is close to 1,600 calories, with 
1,800 often recommended to insure a margin 
of safety as well as to encourage adherence. 

The protein component of the diet usually is 
calculated at one gram per two pounds of ideal 
body weight, of which at least two-thirds 
should be of animal origin, that is, of high nu- 
tritional value. Although this represents 12 to 
20 per cent of the total calories, still higher 
proportions are advocated by some, more in the 
interest of lowered fat and carbohydrate con- 
tent than of protein supply. However, excessive 
protein is both undesirable and costly. 
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OBESITY 


Fat should contribute 25 to 30 per cent of 
the total energy supply; however, 45 to 50 
grams seem a minimum for practical purposes 
considering the appetite-satisfying and energy 
values of fats. 

The carbohydrate remainder, some 40 to 
60 per cent of the total calories, should also 
provide suitable bulk with sufficient fiber con- 
tent (roughage) for normal bowel function and 
to sustain useful intestinal bacteria. Simple 
sugars should be restricted in favor of more 
complex carbohydrate foods. 

These figures represent tentative, average, 
and admittedly arbitrary proportions of the 
principal food sources. Enthusiasm for more 
extreme prescriptions—for example high fat 
or high carbohydrate diets—are revived peri- 
odically by experimental and clinical observa- 
tions, and occasionally by those more inter- 
ested in making a fast dollar than in reducing 
fat. These programs commonly are without 
adequate scientific foundation. They apply to 
only a relatively small proportion of obese 
people, and are inconsistent with good long- 
term dietary practices. 

Salt intake, although ordinarily in excess of 
needs, should not be restricted in reducing diets 
except when directed by the physician. In all 
likelihood, prohibiting the use of salt has con- 
tributed to weight reduction as much by 
decreasing the appeal of food as by causing 
water loss. 

Fluids should be consumed as desired, pref- 
erably in sufficient quantities to permit a daily 
urine output of at least one quart. They combat 
the tendency to constipation that sometimes 
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troubles patients in the initial stages of a re- 
ducing program. There is at present insufficient 
information to recommend routine limitation 
of fluid intake as a means of caloric control. 

Liquid formula diets unquestionably have 
helped many persons to lose weight. Although 
some of these preparations combine the merits 
of economy, acceptability, and nutritional 
balance, these, too, lend themselves chiefly to 
short-term intensive weight loss, postponing 
the day of reckoning when practical considera- 
tions inevitably oblige the patient to return to 
more usual and probably more complete food- 
stuffs. Without proper eating habits, the pros- 
pects for effective maintenance of desired 
weight seem poor. 


Dietary Objectives 


For some dieters the total day’s prescription 
may perhaps be distributed among three meals 
with calories represented equally. For others, 
it may follow a two-fifths, one-fifth, two-fifths 
pattern—40 per cent breakfast, 20 per cent 
lunch, 40 per cent dinner. Each meal should 
contain all the food components, especially 
complete proteins and essential nutrients in 
suitable proportions. When this ideal is too 
difficult, a balance over the day should be 
sought. 

Recent reports indicate that smaller, more 
frequent feedings may be more conducive to 
weight loss than the more usual three-meal 
regimen and may also be more protective 
against chronic disease. However, these pro- 
grams are not uniformly effective in promoting 
weight loss. 

Somewhat in contrast, short periods of com- 
plete fasting are advocated by other competent 
physicians whose patients have achieved im- 
pressive weight losses. After fasting there has 
been good acceptance of regimens involving 
periodic complete abstinence. Hospitalization 
is sometimes recommended, at least initially, in 
these and other cases where close supervision 
is essential. f : 

Obviously, a fasting or starving person will 
lose weight, but the publicity given to huge 
losses may tempt the observer to try to do this 
on his own initiative. Such drastic methods are 
strictly for selected cases under medical care, 
and usually in the hospital. Even under these 
circumstances some undesirable effects (e.g. 
loss of muscle tissue) have been observed. As 
a do-it-yourself procedure they are extremely 


dangerous. 
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Timing of Meals 


Of great importance, but commonly ignored, 
is the timing of meals. These, whatever their 
number, should be consumed at regular, 
though not necessarily equal, intervals. Meal 
schedules should be set and followed consist- 
ently seven days a week. Only in this manner 
can the rhythmic pattern be developed that is 
essential for long-term adherence to a reduc- 
ing and especially a maintenance regimen. 
Meals should be leisurely, stress-free, prefer- 
ably family occasions where quarreling and 
other upsetting emotional elements are not 
allowed to interfere with eating. Here, too, the 
sound general nutrition practices embodied in 
the reducing regimen hopefully will be emu- 
lated by other members of the family circle, 
especially the youngsters. In the event of dis- 
agreement, it is the others in the family rather 
than the patient who must be urged to conform. 

Results unquestionably depend upon how 
often the patient sees his doctor, notably in the 
early stages of the regimen when weekly visits 
are all but essential. The desired permanent 
weight is commonly achieved in practical 
stages through a succession of short-term goals. 
Although planned interruptions reportedly are 
desirable in some instances, weight loss seems 
generally best accomplished by a steady down- 
ward progress. 

Weight objectives may be set for periods of 
4 to 12 weeks. The patient should be given 
family as well as medical support throughout 
the period of weight loss. This support should 
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continue to the point where his maintenance 
program hopefully will become an established 
way of life. He should become free from the 
thrice or more daily deliberations about what 
and how much to eat that jeopardize adherence 
to his permanent program of weight control. 
Weight reduction is never an objective in itself. 
It is part of the total program for helping the 
obese person become generally well-nourished 
and adjusted. 

Good nutritional therapy directed to an 
obese person may favorably influence the eat- 
ing pattern of other members of the family, 
primarily the mother who plans, purchases, 
and prepares the meals for her spouse and chil- 
dren. The resulting general improvement in 
dietary habits should help to prevent all types 
of malnutrition including overeating. 

Since there is nothing really new in the 
management of obesity, emphasis must be on 
this and other preventive aspects—especially 
in the younger age groups from which many 
are otherwise destined to join the hard core of 
obese adults. The serious, sustained coopera- 
tion of parents unquestionably is essential, but 
a coordinated school program is equally im- 
portant. Emphasis should be on the positive, 
dynamic (“thou shalt” rather than “thou shalt 
not”) approach to weight control as an integral 
part of physical and total fitness. Example must 
be provided as well as encouragement. The 
educational potential of the school lunch pro- 
gram surely can be exploited to great advan- 
tage and school athletic facilities can be uti- 
lized more fully. 


CHAPTER FIVE 


MOUTH AND TEETH CARE 


Tue MOUTH is the most versatile of human 
organs. The food needed by the body for the 
life processes enters it. The first stages of diges- 
tion are accomplished in it by the teeth, the 
taste buds, and the salivary glands. Man’s main 
means of communication—speech—comes 
from it. Its size and shape, especially the con- 
tour of its lips, strongly affect one’s personal 
appearance. Thus it is clear that the mouth and 
its principal components—the teeth, the 
tongue, and the gums—should receive the best 
of care. Good dental health care is neither in- 
tricate, difficult, or expensive. All that is re- 
quired is that good dental health habits be 
established early and be consistently main- 
tained. Such a regime will prevent most serious 
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dental disorders and maintain the mouth in a 
condition of good health throughout life. 


Children 


The child’s first set of 20 teeth begins to form 
before he is born. Because these teeth, like all 
other parts of the unborn baby’s body, are 
formed from the food the expectant mother 
eats, her diet during the prenatal period must 
be adequate and well balanced. She need fol- 
low no special diet to build good teeth. The 
wholesome diet prescribed by her physician 
for her general health and for the growth and 
development of the child is adequate. 

Good nutritional habits should be instilled 
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BRUSH THE CHEWING SURFACES OF 
THE UPPER AND LOWER TEETH 


PLACE THE BRISTLES OF THE BRUSH 
POINTING TOWARD THE ROOTS OF THE 
TEETH. ROTATE THE BRUSH SO THAT THE 
BRISTLES SWEEP DOWN OVER THE GUMS 

AND TEETH IN THE DIRECTION OF THE 
BITING OR GRINDING SURFACE. 


BRUSH THE OUTSIDE SURFACES OF THE 
UPPER AND LOWER BACK TEETH. 


BRUSH THE INSIDE SURFACES OF 
THE UPPER AND LOWER BACK TEETH. 


BRUSH THE INSIDE SURFACES OF 
THE UPPER AND LOWER FRONT TEETH. 


BRUSH THE OUTSIDE SURFACE OF 
THE UPPER AND LOWER FRONT TEETH. 
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in the child early in his life and maintained 
throughout the tooth-forming period, that is, 
until the child reaches young adulthood. Good 
nutritional habits established in those years are 
likely to be followed throughout life. 

The same wholesome diet prescribed by the 
family physician for the well being of the grow- 
ing child is also adequate for the well being of 
his teeth. Of primary importance from the den- 
tal health standpoint is the limiting of the in- 
take of all forms of sweets because acids 
produced by the fermentation of sugars cling 
to the teeth and cause dental decay. 

Usually by the age of two or two-and-one- 
half years the child’s complete set of 20 decid- 
uous or “baby teeth” will have erupted. Some- 
times these newly erupted teeth are slightly 
defective. Therefore it is essential that the child 
be taken to the dentist at an early age so that 
he can correct any defects that may be present. 
The dentist will also clean the child’s teeth and 
provide both the parent and child with proper 
mouth hygiene instruction. Visits to the dental 
office should be repeated as often as the den- 
tist advises in order to keep the baby teeth 
healthy until they are replaced by their per- 
manent successors. 

Good daily home care also is essential to 
maintain the child’s teeth in a healthy condi- 
tion. The teeth should be brushed after each 
meal and, if possible, after each snack. During 
the child’s early years some older person will 
have to do the brushing, Later, when the child 
becomes more adept he will be able to do the 
brushing himself, but the brushing should be 
supervised by the older person. The advice of 
the child’s dentist should be followed concern- 
ing the type of brush and dentifrice to use and 
the most effective method of brushing. 

Although many extravagant claims have 
been made for many dentifrices for many 
years, it was not until about 1960 that research- 
ers developed a dentifrice that will do more 
than help the brush clean the teeth. 

Research chemists developed certain denti- 
fice formulas which apparently help prevent 
dental decay. The claims for several such denti- 
frices have been accepted as sound by the 
American Dental Association. Other dentifrice 
manufacturers are working to develop similar 
products. 

For many years, different toothbrush manu- 
facturers have made claims for their particular 
Product. Of late, the dental profession has 
generally recognized that a small, straight- 
handled brush with even tufts of bristles is the 
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most satisfactory for both children and adults. 
Certain types of electric toothbrushes have 
been accepted by the American Dental Associ- 
ation as effective cleansing devices for use as 
part of a program for good oral hygiene to 
supplement the regular professional care re- 
quired for oral health. 


Fluoridated Water 


The most effective and least expensive 
method of reducing the incidence of dental 
decay is by providing a public water supply 
that contains approximately one part per mil- 
lion of fluoride. 

In localities with warm climates, a lower 
concentration of fluoride is advisable. Re- 
searchers have proved that children who drink 
fluoridated water from birth have approxi- 
mately 65 percent fewer dental cavities than 
those who live in non-fluoridated areas. The 
benefits of fluoridated water, however, are not 
confined to children. They continue throughout 
life, at least for those individuals born in a com- 
munity after fluoridation began and who con- 
tinue to use the fluoridated water. 

Families that do not live in water-fluoridated 
communities can help safeguard their children’s 
dental health by having their dentist apply a 
fluoride solution to their youngster’s teeth at 
regular intervals. Certain fluoridated dentifrices 
when employed diligently by the individual also 
exert a modest degree of caries inhibition when 
used as part of a good oral hygiene program. 


Malocclusion 


A growing number of American children 
appears to be affected by malocclusion or ir- 
regular teeth. It is impossible to attribute this 
condition to any one cause. In some instances 
it is inherited, in others acquired, and in still 
others it is due to a combination of both. 

If a child inherits small bones from one 
ancestor and large teeth from another, various 
types of malocclusion may result. Prolonged 
sucking, biting, or sleeping habits may exert 
undue pressures that result in facial deformity. 
The too early loss of one or more deciduous 
teeth may cause others to shift, thus reducing 
the space intended for the succeeding perma- 
nent teeth. If the prematurely lost tooth is a 
molar, the dentist frequently recommends that 
the space be maintained by a device called a 
“space maintainer.” Sometimes one or more 
deciduous teeth are retained too long. In such 
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Teeth that do not meet (occlude) properly, cannot do 
their job. Teeth, bone, jaw joints will be damaged. 


instances the dentist, aided by x-ray pictures, 
will determine the presence and state of devel- 
opment of the permanent tooth that is to re- 
place it. 

When the family visits the dentist regularly, 
he can detect the first signs of serious maloc- 
clusion in the child’s teeth. He will advise the 
parents as to what orthodontic treatment is re- 
quired and when it should be started. The 
condition may be such that the child’s dentist 
may be able to correct it, or the services of an 
orthodontic specialist may be required. 

In many instances, serious disfiguring maloc- 
clusion can be avoided if preventive measures 
are begun early. Sometimes, however, even 
though preventive orthodontic measures are 
applied early, tooth irregularity may persist or 
grow worse, in which case orthodontic treat- 
ment should be instituted. Only a person 
trained in facial development can decide when 
such treatment should be started. Parents 
should rely on the dentist’s judgment in in- 
stances of this kind—not on their own or that 
of well meaning relatives and friends. 

The correction of most cases of pronounced 
malocclusion requires much time, patience, 
and skill on the part of the dentist and much 
cooperation on the part of the child and the 
parents. The cost will vary according to the 
seriousness and complexity of the condition, 
the number of visits required, and the amount 
of time required to obtain satisfactory results. 
In most instances, however, the satisfaction de- 
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After orthodontic treatment, teeth occlude properly 
and work well with no harm to bone or jaw joint. 


rived by the family and the child from good 
orthodontic treatment more than compensates 
for the time, effort, and money spent. 

The increasing participation by American 
youth in contact sports has brought about a 
corresponding increase in accidents to the 
teeth and jaws. The National Alliance Football 
Rules Committee has ruled that boys playing 
in high school or college football games must 
wear a face guard to protect their teeth and 
jaws from injury. 

If, through accident, a youth’s permanent 
tooth has been completely dislodged from the 
mouth, it may be reinserted and anchored in 
its socket by the dentist where sometimes It 
may become firmly reattached. Although the 
conditions for a successful reimplantation must 
be ideal—which they usually are not—the 
chances of success are worth the effort. They 
can be increased if the displaced tooth is im- 
mediately immersed in water and the patient 
rushed to the dentist for prompt attention. 


Four Dental Health Rules 


Fortunate is the family that observes the 
four basic dental health rules: y 

1. Follow an adequate, well-rounded diet, 
one in which sweets are kept at a minimum. 

2. Have early and frequent examinations 
and care by your dentist. 

3. Cleanse the mouth thoroughly imme- 
diately after eating. 
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4. Drink fluoridated water or have fluoride 
solution applied by the dentist directly to the 
children’s teeth. 

Strict observance of these rules will help to 
Maintain the 20 deciduous teeth in a healthy, 
serviceable condition until the permanent set 
of 32 replaces them. Furthermore, adherence 
to these rules will help maintain the permanent 
teeth and their supporting structures in a 
healthy condition throughout life. 


Adults 


The person who reaches adulthood with a 
complete set of 32 vital, healthy, and service- 
able teeth supported by healthy bone and gum 
tissue is less likely to experience serious dental 
disorders later than if he neglected his teeth 
during youth. 

Children lose teeth primarily because of 
dental decay; the majority of adult losses of 
teeth are because of disorders of the supporting 
bone and gum tissues. The most common dis- 
eases of this kind are gingivitis or inflammation 
of the gums, peridontitis, and periodontosis. 
The two latter conditions are commonly called 
pyorrhea. 


In gingivitis the gums are red, swollen, and 
tender and they bleed easily. The cause is usu- 
ally careless mouth hygiene habits which per- 
mit calculus (tartar) and food particles to 
accumulate on the teeth and irritate the sur- 
rounding soft tissues. Correction of this con- 
dition consists of the thorough removal of the 
deposits by the dentist or dental hygienist 
supplemented by thorough brushing of the 
teeth and gums after each meal. 

If gingivitis is not corrected, it may develop 
into periodontitis. In this condition the gums 
become badly inflamed and tender. They draw 
away from the necks of the teeth forming pock- 
ets which become inflamed. As the condition 
becomes worse, the bone supporting the teeth 
is destroyed and the teeth become loose. Unless 
this condition is treated and checked by the 
dentist, the teeth eventually become so loose 
that they must be removed. 

‘Adults sometimes are affected by another 
type of periodontal disease called periodon- 
tosis. In this condition, even though the mouth 
is kept clean, the bone supporting the teeth 
slowly wastes away. This disorder appears to 
be associated with a nutritional imbalance. 
Regular visits to the dentist, good home care 


Progress of peridontal 
disease: (1) Irritations 
cause gums to with- 
draw from teeth, 


(2) Further destruc- 
tion. 


(3) Most of the tissues 
have been destroyed. 


(4)'One tooth is lost— 
the other weakened. 
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of the mouth, and the observance of good di- 
etary habits are the best measures for prevent- 
ing periodontal disorders. 

Ulcerative gingivitis, frequently called Vin- 
cent’s Infection or trench mouth, is not an un- 
common disorder that attacks the gums and 
other soft tissue of the mouth and throat. Many 
patients who contract this disease neglect to 
have it treated because in its early stages it 
resembles common gingivitis. Such negligence 
is regrettable because the disease spreads with 
alarming rapidity and serious results. Un- 
hygienic mouth conditions and lowered re- 
sistance of the mouth tissues are contributing 
causes of this disorder. In its acute stage the 
disease is recognized by its characteristic foul 
odor, pain, inflammation, and ulceration of 
the gums accompanied by an increased flow of 
saliva. The dentist should be consulted im- 
mediately when these symptoms occur be- 
cause the longer the disease remains untreated, 
the greater the destruction to the periodontal 
tissues and the longer the time required to 
effect control and cure. Sometimes, months 
after all symptoms have disappeared, they may 
suddenly recur. 

The soft tissues of the mouth are subject to 
many other disorders of less frequent occur- 
rence. These include thrush, aphthous stoma- 
titis (canker sores), pemphigus, actinomy- 
cosis, leukoplakia (smoker’s patches), and 
burning tongue. The mouth tissues are also 
subject to lesions associated with systemic 
disturbances each of which presents character- 
istic symptoms. Although many of these 
conditions are of a minor character, some may 
be major and, if neglected, may have serious 
if not fatal results—precancerous lesions, for 
example. 


Cancer of the Mouth 


It is estimated that approximately 30,000 
Americans are stricken by cancer of the oral 
cavity and pharynx each year. Of these, some 
7,000 succumb to the disease. Although the 
specific cause or causes of cancer are not 
known, one or more of the following conditions 
are found in a cancerous mouth: chronic infec- 
tions, smoker’s spots, imperfectly fitting dental 
appliances, or broken, jagged teeth. Thus cot- 
rections of such conditions when they exist 
would seem to be a good way to prevent mouth 
cancer. ~ 

Cancer of the lip has been associated with 
sunburn, pipe smoking, and the habitual hold- 
ing of nails, pins or other hard objects in the 
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mouth. Cancerous growths vary so much in 
appearance that they are often difficult to rec- 
ognize in their early stages. Cancer of the 
mouth can be eliminated if it is given early 
attention. The ever-present possibility that a 
pre-cancerous lesion may be attacking the 
mouth is an argument in itself for careful 
semi-annual dental checkups. 

The person who observes the four basic 
mouth health rules—particularly the rule con- 
cerning regular dental examinations—is the 
least likely to experience serious disorders of 
the soft tissues of the mouth. 


Toothache 


Toothache usually is, though not always, the 
result of dental neglect. In the majority of cases 
toothache is the reaction of irritated nerve 
endings within the tooth occurring because of 
decay or accident. In this type of ache the 
patient can usually locate the tooth because it 
hurts when a particle of food or hot or cold 
water enters the cavity. When the pain is 
caused by inflammation at the root end of the 
tooth, the offending tooth is more difficult to 
locate. 

If the pulp—or so-called nerve—of a tooth 
dies and is not treated properly by the dentist, 
an abcess may form at the root end. Some- 
times, particularly in children, the infection 
burrows through the jawbone and gum and 
drains into the mouth causing what is com- 
monly called a gumboil. The dentist will prob- 
ably recommend the removal of such infected 
teeth although in some instances he may treat 
and save them. 

Because of the complex nature of the ner- 
vous system in the jaws and surrounding parts, 
it is frequently difficult for a person to deter- 
mine which tooth is the offender. If the sus- 
pected tooth is obviously decayed, the pain 
may be alleviated temporarily by slightly 
dampening a small pledget of cotton with oil of 
cloves and inserting it into the cavity. Adults 
may also somewhat lessen the pain by swal- 
lowing one or two aspirin tablets. Children 
should be given a smaller dose. Never place an 
aspirin tablet on the gum tissue surrounding 
the offending tooth; that will seriously irritate 
the gum and will not relieve the pain. Hot or 
cold cloths applied to the cheek will some- 
times give some slight relief. Which is the most 
helpful depends on the cause of the pain. Ob- 
Viously the most effective treatment will be 
administered by your dentist. See him as soon 
as possible, 
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Lost Teeth 


Unfortunately, some people who have al- 
ways observed good dental health rules and— 
understandably—many who have always ne- 
glected these rules may eventually lose one or 
more teeth. In most instances such teeth should 
be replaced with artificial substitutes in order to 
prevent the loss of more teeth and to restore 
chewing efficiency. 

Even the loss of one tooth weakens the den- 
tal arch by causing the adjacent teeth and the 
opposing teeth to shift out of normal position. 
Such shifting causes undue pressure on the 
remaining teeth, injuring the supporting bone 
and soft tissue which surrounds the tooth root. 
The shifting of the teeth—however slight— 
permits food particles to lodge in the crevices 
between the teeth which irritate the soft tissues 
and frequently result in periodontal disease. 
Lost back teeth should be replaced promptly 
to prevent further destruction of the dental arch 
and to maintain masticating efficiency. Lost 
front teeth should be replaced to improve per- 
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sonal appearance as well as to improve health 
and chewing efficiency. Your dentist will advise 
you whether the lost teeth should be replaced 
by a fixed or removable appliance. The prompt 
replacement of one or several teeth by means of 
some type of dental appliance will restore the 
mouth to a serviceable condition and prevent 
or greatly postpone the need for further artifi- 
cial dentures. 


Dentures 


Frequent and adequate dental care and close 
adherence to the rules of nutrition and mouth 
hygiene do not guarantee against the loss of 
teeth. In time the teeth, like other organs of the 
body, become impaired through use and abuse, 
in which case they may need to be replaced by 
artificial dentures. Efficient as they are, artifi- 
cial dentures cannot be expected to function as 
well as a full complement of healthy natural 
teeth. In most instances the new wearers of 
dentures must learn how to use them for both 
eating and speaking. Lower dentures are par- 
ticularly difficult to keep in place, but in most 
instances practice and determination will over- 
come the difficulty. 

Artificial dentures, like natural teeth, must 
be cleaned daily—after each meal if possible— 
to preserve the health of the mouth. The den- 
tist can advise the best materials and the best 
methods to use for this purpose. Additionally, 
the patient should have the dentures examined 
and cleaned by the dentist as often as the den- 
tist advises. 

Most denture wearers learn that, in time, the 
bony ridges of their jaws recede or shrink so 
that their dentures become loose. When this 
occurs the patient should obtain new dentures 
or, if possible, have the loose dentures rebuilt 
to fit the altered shape of the mouth. People 
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should never try to reline their own dentures, as 
they may do irreparable harm to the soft tissues 
and ridges of their mouths. Relining must be 
done by the dentist. It is unwise to wear loose, 
ill-fitting dentures because the irritation which 
results can be a predisposing cause of mouth 
cancer. Inasmuch as artificial dentures are 
somewhat fragile and subject to breakage, the 
prudent denture wearer will own a second, 
emergency set. 


Bad Breath 


Unpleasant breath (halitosis) may be 
caused by disease in the mouth, such as has 
been described previously, or simply by ne- 
glecting ordinary mouth cleanliness. It may 
also come from infections in the nose, throat, 
and lungs, and sometimes even may originate 
in the stomach. 

If the mouth is clean and healthy and the 
teeth are in good condition and bad breath still 
exists, a physician should be consulted. Indi- 
gestion, lung cancer and lung infections, dia- 
betes, and other conditions may cause unpleas- 
ant breath. Only a physician can manage these 
ailments. 

Mouthwashes can do nothing more than 
camouflage an unpleasant breath for a limited 
time. The only sure cure is to find and remove 
the cause. It is apparent that if the cause is else- 
where than in the mouth, no mouthwash can be 
expected to do any good. The American Dental 
Association states: “The usual commercial 
mouthwash has no medicinal value. Clear 
drinking water is just as effective for rinsing the 
mouth to clear it of loose food particles or sol- 
uble substances. There are times, however, 
when your dentist will prescribe a special 
mouthwash for certain conditions of the gums 
or other tissues of the mouth.” 


CHAPTER SIX 


EAR CARE 


» 


THE OUTER EAR, because of its prominence 
and its thin tight skin, is especially subject to 
sunburn and frostbite. Thus, it often needs to 
be protected from the elements. The ear canal 
leading to the middle ear is normally kept 
healthy by wax which protects it from drying 
and scaling or from damage by water while you 
are swimming or bathing. The wax, however, 
may accumulate to such an extent as to ob- 
struct the canal and interfere with hearing. It 
will then need to be removed by your doctor. 
Foreign objects accidentally lodged in the ear 
can be dangerous and should also be removed 
only by a physician. A live insect in the ear 
canal can be very annoying or painful. If pro- 
fessional help is unavailable, light mineral oil 
can be dropped into the canal, suffocating the 
insect and quieting it until it can be removed. 

Picking the ear canal with tooth picks, hair 
pins, or similar objects can be dangerous. 
Doing so may cause an infection in the canal or 
puncture the ear drum. Even frequent wiping 
of the canal with cotton applicators may cause 
irritation and a local infection. The normal 
healthy ear needs little attention other than to 
be washed with a washcloth covering the end of 
your finger. After a shower and after swimming 
the ear should be dried by draining it on a dry 
towel. 


The Middle Ear 


The middle ear is a closed air space sepa- 
tated from the outside by a membrane tightly 
Stretched across the deep end of the ear canal. 
This membrane is called the ear drum. In a 
healthy ear the air pressure inside is kept 
equally balanced with the outside pressure 
through the eustachian tube. The eustachian 
tube connects the middle ear with the nose and 
Opens and closes when we swallow or yawn. 
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When we change altitude rapidly, we notice 
this exchange of air in the form of “popping” 
of the ears. 

Any condition or disease that interferes with 
the normal opening of the eustachian tube will 
result in an imbalance of air. This in turn will 
interfere with hearing and favor development 
of disease in the middle ear. Large or infected 
adenoids and tonsils, colds, allergies, and sinus 
infections are some conditions which may be 
responsible for an imbalance. Under these cir- 
cumstances the middle ear may develop an ex- 
cess of moisture and fill with fluid or mucus. If 
it becomes infected, an abscess of the middle 
ear will form. A feeling of fullness or of heavi- 
ness or muffling of sound is noticed first. Then 
comes an earache which at first is a dull throb 
rather than severe pain. A small child or baby, 
because he cannot report the early symptoms, 
may respond to the inflammation only by cry- 
ing and a high fever. The ear infection may be ` 
discovered only by an examination or if the 
child pulls at the ear, turns his head frequently, 
or becomes especially fussy. 

Varying degrees of inflammation and fluid 
accumulation sometimes occur without pain. 
The only symptom then is hearing loss. A test 
for hearing, an examination of the ear, nose, 
and throat by a doctor, and proper treatment is 
the only way that complications can be pre- 
vented. The medical treatment will include 
nose drops and ear drops and the application 
of heat to the ear. The doctor may prescribe 
antibiotics. It is often necessary to incise or 
lance the ear drum to allow the pus to drain, as 
this is preferable to letting the drum burst. 

Frequently the inflammation may subside 
but leave the middle ear filled with fluid or 
mucus. This condition may also require inci- 
sion or drainage and possibly the insertion of 
a plastic tube for a few weeks to keep the ear 
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open and draining. Inadequate care or delayed 
care of an earache can result in a mastoid in- 
fection which may have other serious complica- 
tions. Permanent loss of hearing is possible and 
can be guarded against only by proper care at 
the proper time. 

Proper care of acute colds and respiratory 
infections is also important in caring for your 
ears. Vigorous nose blowing is always danger- 
ous, and is especially so if the nose is obstructed 
tightly or if pus or nasal secretions fill the nose 
and nasal passages. Blowing may force these 
secretions into the middle ear through the 
eustachian tube. 


The Inner Ear 


The inner ear has two functions, hearing and 
balance. The fluid that fills it carries sound vi- 
brations to nerve cells surrounded by the fluid 
and on to the brain. The same fluid also sup- 
ports the nerve cells in the semicircular canals 
which respond to movement such as turning, 
bending over and lying down. This helps us 
keep our balance. 

One quite common condition called Meni- 
ere’s disease results from an imbalance of the 
fluid pressures in the inner ear. Because the 
same fluid contains nerves having to do with 
both balance and hearing, Meniere’s disease 
affects both functions and causes impaired 
hearing, abnormal noise sensations (tinnitus), 
and a sense of turning or vertigo. The vertigo, 
or dizziness, may be so severe as to produce 
nausea, vomiting, weakness, perspiration, and 
a feeling of helplessness. Feelings of fullness, 
roaring, muffling of sounds, or loss of hearing 
may occur without the vertigo. The cause of 
Meniere’s disease is not entirely known, but it 
may be related to emotional stresses. Tt usually 
tends to be slowly progressive and comes in 
attacks of varying degree and frequency. Medi- 
cal treatment includes drugs, a special diet, 
limited fluid intake, and proper regulation of 
habits. In most cases this treatment will de- 
crease the attacks and control its progress. 
Several types of surgery are available for severe 
cases which do not respond to medical treat- 
ment. A recently developed operation achieves 
a proper balance of fluid pressure by making 
an opening that connects the fluids in the ear 
with the fluids surrounding the brain. 


Deafness 


Mild hearing loss may pass unnoticed. When 
loss of hearing is sufficient to cause difficulty 
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in communicating, the victim is said to be 
“hard of hearing.” When one has lost so much 
hearing that he cannot understand a loud voice 
or a voice amplified by a hearing aid, he is 
spoken of as being deaf. 

The outer ear and middle ear carry sound 
waves to the fluid of the inner ear. The waves 
stimulate the nerve cells of the inner ear so that 
they carry the sound to the brain by electrical 
impulses. The outer and middle ear handle the 
“mechanics” of carrying sound waves, while 
the inner ear deals with the “electronics.” Sur- 
gery can restore hearing loss in a high percent- 
age of patients who have trouble with the 
“mechanics” (conductive deafness) but sur- 
gery does not offer much hope at present for 
trouble with the inner ear (nerve deafness). 


Corrective Surgery 


When congenital deformity, inflammation, 
or injury closes the outer ear canal, a plastic 
reconstruction of the canal can restore hearing 
if the middle and inner ears are sufficiently well 
developed. 

An ear drum may be partially destroyed as 
a result of infection, but may later be repaired 
by plastic surgery to the drum. If the middle 
ear bones (ossicles) or their ligaments are 
damaged or scarred by infection, in some cases 
these can be restored by corrective surgery. — 

Otosclerosis, a common form of deafness 
which comes on without any known cause but 
tends to occur in families, usually begins in 
young adults. It affects the stapes, one of the 
small ear bones, which vibrates in the oval win- 
dow between the middle and inner ears. Bone 
grows around this window and eventually pre- 
vents vibration. An operation called fenestra- 
tion was used successfully for years to restore 
hearing by cutting a new “window” in the hori- 
zontal semicircular canal and covering it with a 
skin flap. Today the fenestration has been al- 
most completely displaced by the stapedec- 
tomy. In this operation a part or all of the stapes 
bone is removed and replaced by a prosthesis 
made of stainless steel wire or some other suit- 
able material. This procedure has successfully 
restored hearing to many people who would 
otherwise have needed a hearing aid, 

Such ear operations have been made pos- 
sible by the perfection of the otologic micro- 
scope, which magnifies the tiny operative field 
of the middle and inner ear. With it a skillful 
and experienced ear surgeon can offer im- 
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proved hearing to most hard-of-hearing pa- 
tients with conductive deafness. 


Hearing Aids 


Proper hearing evaluation is the only 
way hard-of-hearing persons can determine 
whether they are suited for surgery or for a 
hearing aid. The ear specialist can make this 
judgment only after a complete ear, nose, and 
throat examination. Only then can it be known 
whether a hearing loss is the result of a cor- 
rectable disease, a dangerous disease such as 
mastoid complication, an abscess or tumor, or 
other cause. The degree and type of hearing 
loss must also be established. Until all this is 
known, a hearing aid should not be bought. 

Many good hearing aids are now available. 
Some persons can use any one of several 
makes, while others cannot profitably wear any 
type of hearing aid. Ethical hearing aid dealers 
will cooperate with the physician and audiol- 
ogist to provide the most effective hearing aid. 
To this end, the medical profession has estab- 
lished various hearing centers. These have 
special equipment and are staffed by qualified 
audiologists to assist the ear specialist with 
difficult diagnostic hearing problems and to 
assist in choosing the proper hearing aids. An 
audiologist is a professionally trained person, 
usually with a doctorate degree, whose pro- 
fession is the diagnosis of the types and degrees 
of deafness and the re-education and rehabil- 
itation of the deaf and hard-of-hearing. 


Early Detection Vital 


It is important that hearing loss or deafness 
should be detected as early in life as possible. 
It may be suspected in newborn babies and in- 
fants who do not exhibit either the eye-blinking 
reflex or the surprise reflex (a sudden drawing 
up of the legs and bringing forth the arms as 
for an embrace) in response to a sudden loud 
noise. After the first few months of life, the 
child with normal hearing will respond to 
sounds by stopping whatever movements he is 
making and holding still for a moment. He will 
also begin to turn his head in the direction of a 
sound. If this response is not present by eight 
months, one should suspect hearing problems. 
From one year on, awareness of noises in- 
creases in the average child along with efforts 
to imitate language. 

By two years the average child will be ex- 
panding his words to short phrases. If his 
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speech does not develop, he may not be hear- 
ing properly. Early evaluation by your doctor 
and the beginning of an educational program 
are necessary when this problem is discovered, 
Early examination by audiometry is now prac- 
ticed in many schools. Suspected hearing losses 
reported by these tests should be followed up 
by further evaluation and examination by your 
doctor. Children who are hard-of-hearing need 
special care and placement for educational 
progress. 

Here are some helpful suggestions for par- 
ents of both preschool deaf and hard-of- 
hearing children: 


Some Do’s 


1. Do let him know that you have confi- 
dence and pride in him. 

2. Do let him see that his whole family 
loves and needs him. 

3. Do treat him as if you expected him to 
speak, and to know he understands you whenit 
is obvious that he does. 

4. Do make a game of playing with him 
and let him watch your face when you talk. 

5. Do make a game out of playing in front 
of a mirror so that he can enjoy watching you 
in imitating facial movements. 

6. Do give him a chance to grow up and 
take some responsibilities. 

7. Do read to him and show him pictures. 

8. Do talk to him and ask others to do so, 
more and more, not less and less. : 

9. Do give him a chance to develop his 
special abilities and interests. ’ 

10. Do talk to him in a normal voice and in 
full sentences. 

11. Do expect from him what is socially 
within his age and mental level. 

12. Let him do alone the things he can do. 
This gives him self-confidence. y 

13. Do help him when you are teaching 
him to help himself. 

14. Do use encouraging, positive, and spe- 
cific direction to elicit desirable conduct. 

15. Do stress success. 

16. Do cooperate with the doctor, the 
health examiner, the educational specialist, 
the teacher, and the principal of the school. 

17. Do teach him obedience. 

18. Do have patience and time and effort. 

19. Do explain painstakingly the most vital 
occurrences of everyday life in the home. 

20. No matter how small the residuum, do 
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make use of the remaining hearing which he 
may possess. It is invaluable in learning lan- 
guage, acquiring speech elements, and in reg- 
ulating the pitch and placement of the voice. 

21. Do begin immediately to train his eyes 
to substitute for his ears, or at least to comple- 
ment his remnant of hearing. 

22. Do face the light always when you are 
talking to him. Light on your back throws 
shadows on your face and makes lipreading 
more difficult. 

23. Do teach him what is his and what be- 
longs to others. 

24. Do keep a daily record of his principal 
activities as an index to his general progress. 

25. Do talk into his ear to store up auditory 
impressions which will some day aid the mas- 
tery of speech by oral methods. 

26. Do let him know you think he is a fine 
and important person. 


Some Don’ts 


1. Don’t listen to the neighbors and rela- 
tives when they say thoughtless things about 
your child. 

2. Don’t feel you must apologize for him 
or be ashamed of him. 

3. Don’t keep him away from other chil- 
dren because he has no speech and doesn’t hear 
as well as they do. They may be some of his best 
teachers. 

4. Don’t let his handicap worry you too 
much. He will sense your anxiety, and it will 
cause him worry too. 

5. Don’t forget that Father, as well as 
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ae is an important person in the child’s 
ife. 

6. Don’t compare him with his brothers 
and sisters or with the neighbor’s children. 

7. Don’t blame yourself for his handicap, 
but start now to try to help him. 

8. Don’t let any member of the family 
“baby” him. Don’t wait on him hand and foot. 

9. Don’t be afraid to let him grow up and 
develop in other ways like any child. 

10. Don’t talk in single words. He probably 
understands more than you give him credit for. 

11. Don’t shout at him. 

12. Don’t exaggerate your lip movements. 
This makes speech harder to understand. 

13. Don’t correct every word he uses; ac- 
cept and encourage his speech. 

14. Don’t expect his development to be 
spasmodic; development is continuous. 

15. Don’t be his greatest handicap. 

16. Don’t dream of miracle “treatments” 
and “cures.” 

17. Don’t threaten him. 

18. Don’t be negativistic, try to build on the 
things he achieves. 

19, Don’t display a “dead pan” expression 
when you talk to him. Make him think you are 
more interested in talking to him than anything 
else you could do. ` 

Different age groups have different hearing 
problems. A hearing aid or an operation is not 
always the solution. Elderly people, for ex- 
ample, find it especially difficult to accept a 
hearing aid and often their deafness is a type 
that cannot be helped. In such instances, the 
earlier the patient learns to read lips, the better 
he will adapt to his progressive deafness. 


CHAPTER SEVEN 


EYE CARE 


THE EYE, in common with the heart and 
other organs of the body, has great endurance 
and can withstand enormous use without dam- 
age. However, there is a difference between use 
and abuse, and it is important that we use our 
eyes properly and recognize the danger signals 
that indicate the need for immediate examina- 
tion by a skilled eye physician. 

Before discussing eye problems, perhaps a 
few definitions are necessary. The words 
ophthalmologist and oculist refer to the medi- 
cal eye doctor who has had a complete medical 
training, followed by an internship and an ad- 
ditional three years of specialization in the 
study of eye diseases. Almost every medical 
doctor of this type has passed examining 
boards known as the American Board, quali- 
fying him as an expert in his field. 

An optometrist, a licensed, non-medical 
practitioner, measures refractive errors—that 
is, irregularities in the size or shape of the eye- 
ball or surface of the cornea—and eye muscle 
disturbances. In his treatment the optometrist 
uses glasses, prisms, and exercises only. 

The word optician refers to a person who 
manufacturers eyeglasses on the request of a 
medical eye physician or optometrist. Most 
states license opticians only after a certain pe- 
riod of training and require them to follow cer- 
tain standards for the measurement of frames 
and grinding of lenses for eyeglasses. In ad- 
dition, some opticians also fit contact lenses on 
the prescription of the medical eye physician 
or optometrist. 


The Infant’s Eyes 


The eyes of the newborn infant have most of 
the components necessary for seeing. Some 
portions continue their development until 
about six months after birth. The newborn, 
however, can see form and movement. Several 
months after birth, he focuses on persons or ob- 
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jects. An infant should be able to fix his eyes 
on an object by the third to sixth month after 
its birth. Wandering movements of the eyes, 
however, will be present until 12 to 18 months 
of age. 

Abnormal positions of one eye in relation 
to the other also occur during this period, so 
that this lack of coordination of the eyes should 
not be cause for worry unless it occurs con- 
stantly in one eye. The parents should watch 
the eyes, especially the pupils, because growths 
of various types and other lesions can be de- 
tected very early by careful observation. Or- 
dinarily if something is wrong the defect 
appears as a whitish or yellowish reflex in the 
pupil. 

Any infant who develops a constant crossed 
or wall eye should be examined immediately by 
a physician. Ordinarily this can be done with 
special magnifying instruments after the pupils 
are dilated with drops. Only medical eye spe- 
cialists are allowed to dilate the pupils for such 
examinations. 

Most newborn infants have some slight dis- 
charge from the eyes during the first four to 
five days after birth. Ordinarily this is small in 
amount and quite often is related to the drops 
used in the eyes at the time of birth to prevent 
the development of infection. Occasionally, 
however, a newborn baby develops an acute 
infection in both eyes, with discharge, and with 
redness and swelling. If this occurs after dis- 
charge from the hospital, your physician should 
be consulted at once. 

Another condition to watch for is a lump 
under the skin at the inner corner of one OF 
both eyes. Pressure on this lump causes a dis- 
charge of mucus into the eye socket. The cause 
of this is blockage of the tear draining appa- 
ratus and a resultant infection of the tear sa 
This type of blockage can be cured in almost 
every instance by giving the child a light an- 
esthetic and passing a small silver probe down 
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the tear ducts to the nose to relieve the 
obstruction. 


The Child’s Eyes 


The two or three-year-old child has almost 
complete development of vision. Most three- 
year-olds will be found to have at least 20/30 
vision in each eye. For this reason it is impor- 
tant for the ophthalmologist to check the vision 
of every three-year-old child. If the vision is 
found to be poor in one or both eyes, the 
proper remedies can be instituted and most 
often the vision can be restored to normal. If, 
however, diagnosis and treatment are deferred 
beyond age seven, it is often too late to correct 
the sight in the affected eye. 

Strabismus, known as crossed-eye or squint, 
is extremely common. In most cases the turn- 
ing of the eye is due to a defect in the coordina- 
tion of the brain and eye. At times it is due to 
an infection of the nerves running to the mus- 
cles or of the muscles themselves. Less com- 
mon but more serious cases of strabismus are 
caused by poor vision in an eye resulting from 
a tumor or an infection. In cases of this type 
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the eye turns out of place because of the poor 
vision. Any child who develops a persistent 
inward or outward turning of an eye should be 
examined immediately. 

Some types of strabismus can be controlled 
with glasses. It is necessary to test the eye for 
glasses with the pupils widely dilated with spe- 
cial drops. Ordinarily it takes two or three days 
to dilate the pupils properly. The ophthalmolo- 
gist can carry out refractions in this way even 
in very small infants. 

If the child is found to be quite farsighted, 
glasses can be ordered to correct the turning 
of the eyes. Quite often this is all that is needed. 
If the child also is found to have poor vision in 
one eye, glasses are ordered, and the good eye 
is patched with tape. This forces the child to 
use the eye with poor vision. Ordinarily within 
one to three months the vision will improve 
markedly in the eye which has been turning. If 
glasses do not correct all of the crossing, sur- 
gery is often necessary. This type of surgery 
usually is very successful. 

If a child with strabismus is allowed to go 
without treatment, he almost always develops 
extremely poor vision in the eye which turns 
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Surgery for cataracts in children and teen- 
agers is often successful. Removal of the cata- 
ractous lens, however, leaves the child without 
ability to focus the eye properly. For this rea- 
son, it is then necessary for the child to wear 
glasses if the cataracts affect both eyes, or 
a contact lens on the operated eye in order to 
restore proper focus. 

Eyelid inflammation in which there are 
scales and crusts on the edges of the lids and 
around the eyelashes is called granulated eye- 
lids. In it, a brownish discharge forms on the 
eyelid margins and the inner corners, especially 
in the morning on awakening. The redness of 
the lids eventually causes some thickening. 
Most often granulated lids are due to a skin 
disease known as seborrhea. In these cases the 
seborrheic condition becomes infected with an 
organism known as staphylococcus. The com- 
bination of these two diseases causes the red- 
ness, scaling, and discharge. This condition can 
be controlled by proper treatment of the in- 
fection as well as the basic skin disease. 


Sight-Saving 


Children who have poor vision as a result of 
cataracts, astigmatism, strong nearsightedness 
and farsightedness, or poor development of the 
retina require special care in the pre-school and 
school periods. Help should be obtained, 
through the physician, from local agencies 
devoted to the assistance of children with re- 
duced vision. 

Standard children’s books with large print 
can be obtained. Magnifying lenses of a special 
type may assist materially in reading slightly 
smaller print. When the child reaches school 
age, he may, if necessary, be placed in a class 
arranged particularly to help the child with 
reduced vision. Special books and teaching 
equipment are available in almost every com- 
munity to help such children. Teachers are 
trained especially in the methods of handling 
children with problems of this type. 

Generally it is better for children with sub- 
normal vision to be in a regular school with 
ordinary classmates than placed in a school for 
the blind or in a special school where other 
children with reduced vision are taught. The 
child with poor vision can develop a better per- 
spective on life if he has contact with active 
people. 

One type of glaucoma which affects infants 
and newborns, and also appears in childhood, 
is a condition known as congenital glaucoma. 
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This may occur in either an acute or a chronic 
form. In this disease the ability of the eyes to 
remove fluids which accumulate is impaired as 
a result of faulty development of the drainage 
apparatus of the eye. The fluid which accumu- 
lates raises the pressure and causes what is 
known as glaucoma. 

If the pressure persists over a long period of 
time, it interferes with the nourishment of the 
retina or seeing layers. As a result they are 
destroyed and vision is lost. Almost all chil- 
dren who have congenital or childhood glau- 
coma require surgery. Quite often this is 
extremely successful. 

The disease can be detected by the parents 
because the eyes appear larger than normal. 
Also the corneas or the transparent window 
in the front of the eye are less clear than they 
should be. Treatment of glaucoma is an emer- 
gency and no time should be lost in contacting 
a physician for proper surgical care. 


Adult Eyes 


Young adults in high school or college may 
use their eyes for almost any amount of time, 
provided they do so under proper lighting 
conditions and with frequent rest. It is best to 
stop about every fifteen minutes and look into 
the distance or look out a window at distant 
objects in order to give the eyes a rest. 

Excessive use of the eyes for close work over 
a period of six to eight hours often causes head- 
aches, especially on mornings after the eyes 
have been used a great deal the previous night. 
This has no serious significance and does not 
mean that the eyes are defective or that any- 
thing has gone wrong because of use of the 
eyes. It simply means that your eyes are tired 
just as leg or arm muscles may be sore after too 
much exercise on a preceding day. 

Refractive errors in vision should be cor- 
rected if the person is doing a considerable 
amount of close work. The need for correction 
is determined by the use of eye drops followed 
by examination to ascertain the degree of far- 
sightedness, nearsightedness, or astigmatism. 
Glasses may be required, but quite often only 
for close work or in long distance viewing. 
Older adults have lost considerable amount of 
their focusing power and therefore examination 
of their eyes can be done without the use of eye 
drops. However, the pupils still should be di- 
lated to rule out the possibility of some serious 
disease inside the eye which can be seen only 
after the pupils are well dilated. 
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The older person who is beginning to lose 
his focusing power for near vision may require 
glasses just for close work. In case the distant 
vision also has diminished, it may be necessary 
for him to have two pairs of glasses or to have 
one pair of glasses called bifocals which cor- 
rect both distant and near vision. Bifocal 
glasses still may need to be worn only at the 
time the person is doing near work, in case he 
does not like to wear glasses all the time. 


Glaucoma 


Glaucoma is an increasingly serious disease 
which occurs most frequently in persons over 
the age of 30 and affects at least two per cent of 
people over 40. One type of glaucoma, called 
chronic glaucoma, causes no symptoms until 
severe damage has been done. It can be de- 
tected only by the medical eye physician who 
uses an instrument to measure the degree of 
pressure in the eye and another instrument to 
measure the size of the visual field, or side vi- 
sion. Every adult over 40 should have a test for 
eye pressure as well as a test for visual fields 
when he goes for an eyeglass check. 

The second type of glaucoma which affects 
people over 40 is called acute glaucoma. In 
this ailment the pressure suddenly rises to a 
very high level and the attack is accompanied 
by severe pain, redness, and markedly blurred 
vision. Most often the patient must be placed 
in a hospital immediately and undergo sur- 
gery to relieve the pressure. This is successful 
in almost every patient, but prompt treatment 
is very necessary. 


Cataracts 


Cataracts may occur in any adult from the 
age of 35 on. They are more common after the 
age of 50. The cataracts affect only the lens of 
the eye, which lies just behind the pupil. When 
a cataract develops, the lens simply becomes 
milky and cloudy. Because of this cloudiness, 
only light can get through to the seeing portions 
of the inside eye. 

When vision is reduced, cataract surgery 
becomes necessary. It is not necessary to wait 
until the cataract becomes “ripe” as was for- 
merly the practice. New surgical techniques 
permit the cataract to be removed at almost 
any time. It is necessary for the person who has 
had a cataract removed, however, to wear 
either contact lenses or bifocal glasses after the 
Operation. 
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Adults, like children, may develop various 
types of conjunctivitis, or inflammation of the 
mucous membrane beneath the eyelids. In such 
cases the eye becomes scratchy and red and has 
discharge. Most often the cause is bacteria 
entering the eye. Another fairly common type 
of infection in adults is cold sores on the an- 
terior surface of the eyeball. This can lead to 
blurred vision, scarring, and permanent dam- 
age to vision. It may affect one or both eyes and 
quite often recurs because of exposure to the 
sun, wind, and dust. Early treatment is neces- 
sary to prevent damage to the cornea and it is 
therefore wise to consult the physician as 
quickly as possible. 

Inflammations of the interior eye are com- 
mon in adults. One of the most common is of 
the uveal tract, which is the middle coat of the 
eye. This middle coat contains most of the 
blood vessels and nerves that supply the eye. 
Inflammation of this type damages the retina, 
the lens, and the cornea. Uveal inflammations 
are quite often associated with such other dis- 
eases as joint, lung, or diseases of the intes- 
tinal tract. A search must be made for the 
disease elsewhere in the body which might 
cause the eye problem, and then the primary 
cause should be treated. The eye should also 
be treated to prevent damage to vision. 

Some individuals are sensitive to tobacco, 
developing an impairment of vision known as 
amblyopia. This is not the result of external 
smoke irritation, but is due to absorption of 
toxic substances such as grain or wood alcohol, 
tobacco, or drugs which affect the nerves in the 
retina, The condition improves and the patient 
may recover completely when the cause is re- 
moved. Persons susceptible to amblyopia 
should not smoke at all, since the condition 
is often due to excessive smoking. 


Degenerative Diseases 


Because the number of elderly people in the 
population is increasing, a larger number of 
degenerative diseases due to poor circulation 
is being seen. One of the most common types 
affects the back part of the eye (retina). In it, 
hemorrhage and swelling in the most vital part 
of the visual system almost always lead to 
scarring and to permanent damage to vision. 
Quite often if treatment is started promptly, 
further damage can be prevented. Delay leads 
to repeated hemorrhage and extensive scarring 
with severe loss of vision. 

Another type of degenerative disease is 
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retinitis pigmentosa. This most often is an in- 
herited defect of the eye which commences in 
early childhood, in the teenage period, or even 
in early adult life. One of the first symptoms 
is night blindness characterized by difficulty 
seeing at night. The cause of this disease is not 
known and, even if it is discovered early, there 
is no specific treatment. If the disease is dis- 
covered in a child or young adult, proper sight 
saving methods may be employed so that the 
patient will be able to carry out a profession 
which requires only limited vision. 

Another type of degenerative disease is due 
to closure of the main blood vessels which sup- 
ply the brain and the eye. Just like water pipes, 
the blood vessels of the body can become cor- 
roded over a period of years. If the main 
vessels that lead from the heart to the brain 
develop this type of corrosion, there may be 
blockage of circulation to the brain and the 
eye. Sometimes only the smaller vessels which 
lead from the main vessels are affected. In this 
case the circulation of the eye may be cut off 
suddenly and all vision lost. Prompt treatment 
in some instances will prevent further damage 
to the other eye. If the blockage of the vessel is 
in the proper place, the affected eye may be 
successfully treated within the first three to four 
hours. 


Contact Lenses 


Contact lenses have become increasingly 
popular in recent years and their types have 
also increased. The physician is becoming more 
skilled in their use, and more and more people 
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seem to be able to wear such lenses for longer 
periods of time. There is no danger in wearing 
contact lenses—providing they are properly 
fitted and are comfortable to use. If the lenses 
are properly fitted and checked by the physi- 
cian with a special microscope and if no dam- 
age is found after wearing the glasses six 
to eight hours, there is very little likelihood 
they will do any permanent damage to the eye. 
The lenses, however, should probably not be 
worn for more than 10 to 12 hours a day. The 
habit that some teenagers have of pushing the 
contact lenses off the cornea beneath the upper 
lid while sleeping at night should be con- 
demned because the eyeball may be seriously 
scratched. 


Eye Surgery 


Modern methods of surgery have com- 
pletely revolutionized the treatment of many 
eye diseases. A large number of conditions now 
can be successfully operated on that formerly 
would have been allowed to go without treat- 
ment. The development of new instruments, 
very fine needles, and special threads for 
stitching have made it possible to carry out the 
most delicate eye operations. 

One disease which seems to be increasing in 
frequency in adults is retinal detachment. This 
condition is discovered when it produces symp- 
toms of flashing lights in front of one eye, fol- 
lowed by the development of a curtainlike loss 
of vision. It formerly was fairly hopeless, but 
now can be surgically cured in 80 to 90 per 
cent of cases if the patient consults a physician 


promptly. 


SKIN CARE 


Most PEOPLE become especially concerned 
about skin and hair problems because disorders 
of the dermis (which includes both hair and 
skin) are extremely apparent, both to the 
victim and to those about him. Such conditions 
are seldom fatal or even disabling, but they 
may well produce psychological problems 
which in turn may contribute to physical ill- 
ness. For example, the girl or boy with acne 
may become depressed, begin overeating, gain 
weight, and aggravate the acne. Thus even a 
simple type of skin problem may start a chain 
reaction that damages the body. 

Proper care of the skin and hair is an in- 
vestment which will pay dividends in better 
health. Prompt treatment of even minor skin 
disorders is important. An entire field of medi- 
cine—dermatology—concentrates on studying 
the structure and functions of the dermis. 
These studies have resulted in many improved 
treatments for skin and hair problems. 


Hair and Scalp 


Many people have difficulties with their hair 
and scalp. Unlike the skin from which it grows, 
hair serves no indispensable function—many 
bald people live to a healthy old age. But the 
appearance of the hair is psychologically im- 
portant. Attractive, well-groomed hair helps 
a person feel poised and confident; and this 
feeling has indirect physical effects. Also, 
proper care of the hair—especially cleanli- 
ness—may help control skin problems. 

The quality and amount of hair on any body 
area are inherited characteristics, just like eye 
color or skin texture. This can be observed by 
comparing the amount of facial hair, tendency 
to baldness, hair texture, and color in the mem- 
bers of any given family or nationality. Not all 
members of the group will be alike, but definite 
patterns will be seen in successive generations. 


Baldness 


Hair growth is affected by sex hormones. 
Because many more men than women become 
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bald, the male hormones are probably in- 
volved in this. The influence of sex is also 
shown in the parts of the body involved. In 
“male pattern baldness,” all the scalp hair ex- 
cept a rim may be lost, while a luxuriant beard 
remains. In women, hair loss is more likely to 
be diffuse, but occasionally a pattern baldness 
occurs also in women. This usually occurs 
after menopause when a woman’s hormone 
balance changes. 

Hair loss can not always be explained 
by hormone-heredity patterns. Baldness in 
younger women has become more of a problem 
recently. Among the many possible causes, no 
one knows yet which is the true cause. On the 
other hand, hair loss due to the breaking off of 
hair above the scalp surface is probably in- 
creased by too frequent permanents and dye 
treatments, curlers which pull at the scalp, and 
rough teasing or ratting of the hair. Loss of hair 
in both men and women sometimes results 
from factors in their physical health or environ- 
ment. These can often be corrected. 

Many of the theories put forth explaining 
baldness are completely unscientific. You can 
disregard such “explanations” as lack of nour- 
ishment to the hair roots, excess tightness of the 
scalp, lack of nerve endings, or lack of circula- 
tion, Bald men’s scalps do not lack blood sup- 
ply, nutrients, or nerves, and any treatment 
aimed at these supposed causes—such as mas- 
sage, vibration, and “electric” treatments— 
will naturally fail. 


Dandruff 


Another hair and scalp problem is dandruff. 
While a mild accumulation of castoff cells, oil, 
bacteria, and dirt is normal, and can be con- 
trolled by regular shampooing with thorough 
rinsing, some cases require more involved 
treatment. One should see a dermatologist if 
dandruff is very heavy or if it is accompanied 
by itching and redness; these may be symptoms 
of a more serious disorder, such as a distur- 
bance of the oil glands (seborrhea). There are 
many medicated shampoos and drugs available 
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which your doctor can recommend to treat 
these conditions. 

In hair disorders, an ounce of prevention 
is worth a pound of cure. Women should fasten 
hair rollers so that they will not tug at the scalp. 
Any other prolonged pulling of the hair root, 
such as the ponytail hairdo of a few years ago, 
should also be avoided. Hair may be dyed, 
curled, and straightened, but such treatments 
should not be harsh or repeated frequently. 
Brushing will clear scalp of debris and will 
make the hair neat and glossy, but it will not 
forestall baldness. 


Hair Removal 


While not much can be done for hereditary 
baldness, there are various effective ways to 
remove or conceal superfluous hair. Shaving 
is an effective and inexpensive, but temporary, 
way of removing leg hair. So far as women are 
concerned, it is unsatisfactory for removing 
facial hair because a stubble shows after a day 
or two. However, hairs on the face and arms 
can be bleached with peroxide so that they are 
hardly noticeable. Manual epilation (hair re- 
moval) is tedious and impractical except for 
the eyebrows, where it is desirable to remove 
some hairs and leave others. 

Epilation on a large scale can be accom- 
plished by the use of hot wax, which is spread 
on the skin and allowed to harden, then 
removed rapidly, taking the hair with it. While 
this method gives longer lasting results than 
shaving, it still has to be repeated every few 
weeks, and is uncomfortable. Chemical de- 
pilatories give similar results. All these pro- 
cedures can cause irritation. 

Shaving and epilation are often blamed for 
coarsening of hair. Actually, a woman who 
needs these treatments probably already has 
hair which is getting darker and coarser. It 
occurs in spite of, not because of, hair removal. 

Electrolysis is a permanent way of removing 
hair. This process involves the insertion of a 
small needle into the hair follicle and the ap- 
plication of a burning current to the hair root 
so that it is completely destroyed. It is the best 
available method for hair removal in small 
areas. 

When a woman has excess facial hair, she 
should consult a dermatologist who will es- 
tablish whether this is due to a disease, the use 
of certain drugs, or is the result of natural 
physiological processes. If he thinks electrol- 
ysis is the best way to treat the patient, he can 
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usually refer her to a number of qualified elec- 
trologists. When the process is performed by a 
well-trained technician, it is safe, only mini- 
mally uncomfortable, and can yield very good 
permanent results. However, even the best 
technicians will miss one out of every five or 
six hair roots so that they will regrow. Also, 
downy hair may become larger and have to be 
removed eventually. Electrolysis can be irk- 
some, slightly painful, time-consuming, and 
moderately expensive. 

X-rays are effective—but extremely dan- 
gerous—hair removers. The dangers of hair 
removal by x-ray include skin cancers devel- 
oping after a number of years. When any 
commercial hair removal system is under con- 
sideration, the potential user should be ab- 
solutely certain that it is not based on x-ray. 
Even physicians do not employ x-ray for re- 
moving hair. Certain chemical hair removers 
based on thallium have also been found to be 
toxic and have been removed from the market. 


Skin Care 


Regular cleansing of the skin is desirable 
for both health and cosmetic reasons. Cleans- 
ing removes sebum (oily secretion), sweat, 
dead skin, dirt, cosmetics, and some bacteria. 
This process can be carried out most quickly 
and effectively with water and a mild soap or 
detergent. 

Many factors influence the degree of dry- 
ness of the skin: geographical location, time of 
year, relative humidity in living and working 
conditions, and excessive use of soaps and de- 
tergents. Some people may find that regular use 
of a cleansing cream or lotion with occasional 
soap and water cleansing is more comfortable 
than washing regularly with soap and water 
followed by the application of a moisturizing 
cream. 

It is believed that oily skin is influenced by 
heredity, emotions, activity, and climate. 
Washing with a moderately drying soap two 
or three times a day and using a nongreasy 
cleanser should decrease excessive oiliness of 
the face. If it persists, an astringent may be 
used two or three times daily on such oily areas 
as the nose, forehead, and chin. But if any un- 
usual redness or irritation develops, the use of 
these preparations should be discontinued. — 

Four major processes account for the dif- 
ference between the old and the young face. 
One, the skeletal framework of the face thins 
and requires less space. Two, natural lines of 
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expression and action of the face and neck 
deepen and become obvious. Three, the skin 
becomes lax and sags into characteristic folds 
and pouches. And four, skin color changes. 

At present there is no preparation or method 
that will permanently rid an individual of these 
four characteristics, but certain preventive 
measures can slow the aging process. Because 
sunlight is a primary factor in aging, one should 
avoid overexposure to the sun’s rays. Facial 
lines are more noticeable when the skin is dry; 
thus such areas should be lubricated. Plastic 
surgery can temporarily alter the contours of 
the aging face, but usually such surgery has to 
be repeated at varying intervals in order to 
maintain the improved appearance. 

The enlarged pore represents the opening of 
a special type of hair follicle, the sebaceous 
follicle, which has a very fine, almost invisible 
hair. The term sebaceous comes from the fact 
that this hair follicle has larger sebaceous (oil) 
glands than most. It is questionable whether 
significant shrinking of the pore will occur from 
the use of any product. A cover-up type of cos- 
metic can be used to camouflage enlarged 
pores. Excessive use of these preparations, 
however, will aggravate the condition. 

The cause of brittle nails is not definitely 
known. Contrary to popular legend, brittle 
nails do not result from a deficiency in protein, 
vitamins, calcium, or any other known nutrient. 
Brittle nails are probably due to external 
stresses such as detergents, solvents, or mani- 
cure preparations. Brittleness also increases 
with age. i 

The nails are very plastic when moist, brittle 
and rigid when dehydrated. Probably the con- 
stant use of polish removers, which contain 
solvents, leads to a loss of waterholding ca- 
pacity. While some studies indicate that gelatin 
taken daily in large doses may be beneficial, the 
present consenus among dermatologists is that 
significant improvement does not result from 
treatment with gelatin. Some cases of brittle- 
ness are due to systemic disorders, such as cir- 
culatory disturbances and impaired thyroid 
function. 

If brittleness occurs without known external 
cause and is persistent and severe, consult your 
doctor. Some cases can be helped by proper 
administration of vitamin A, thyroid extracts, 
or other drugs. 

Dark circles under the eyes usually have no 
relation to physical disease. The condition is 
dependent on several anatomic factors and 
may reflect a family trait. The skin of the eye- 
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lids is thin and contains little fatty tissue. The 
blood which passes through the large veins 
close to the surface shows through to the sur- 
face of the skin. This produces a bluish-black 
tint in the skin. When one is fatigued and pale, 
the color is accentuated. Darkening of the 
circles may also be accentuated during men- 
struation and the latter part of pregnancy. 
When aging, the discoloration may become 
more obvious and permanent. 

Cosmetics are often effective in camouflag- 
ing dark circles. A lighter make-up can be used 
around the eyes, with darker make-up used 
elsewhere. 

A wart is a viral infection of the outer layer 
of the skin. It is now believed that there is only 
one kind of wart; however, the warts are clas- 
sified according to their location; for example, 
plantar warts on the soles of the feet. Ordinary 
warts are always benign (not liable to become 
cancerous) and always remain so. 

Treatment for warts varies from removal by 
freezing or by electric sparks to suggestion. If 
the patient has faith in a certain treatment—no 
matter how ridiculous or unscientific—that 
treatment often appears to him responsible for 
the coincidental disappearance of his warts. 

Other skin blemishes which mar the appear- 
ance or create minor annoyance, depending on 
their location, include the following: 

Wens are plugged sebaceous (oil) glands in 
which the secretion hardens. They may grow to 
a considerable size, and if they are located 
where they interfere with clothing, or where 
they are unsightly, they should be removed, 
This is accomplished by a minor surgical oper- 
ation. 

Fatty tumors consist of growths filled with 
fat. They may be numerous and very disfigut- 
ing. Usually they are best left alone, since their 
number renders surgery impractical. 

Fibromas are small hard growths of scar of 
connective tissue which are usually harmless 
and best left alone unless they become trouble- 
some. l 

Neurofibromas are tumors connected with 
the nerves; they are not susceptible to any 
known successful treatment. ; 

Skin tags are small superficial growths which 
can easily be removed by a physician if condi- 
tions warrant. 

None of the preceding conditions is of a can- 
cerous nature, nor likely to become so. . 

Moles are of several varieties, most of which 
are harmless. They should either be left alone, 
or if they are annoying in any way, they should 
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be called to the attention of a physician. If any 
mole changes color, bleeds, grows, or shows 
any other sign of change, it requires prompt at- 
tention to forestall a rapidly growing and 
spreading tumor known as melanoma, which 
is dangerous to life. 

Birthmarks are of several varieties, and 
their handling depends on their type. One kind 
which is common and very disfiguring is the 
port-wine mark, named for its dark red wine- 
like color. Occurring on visible parts of the 
skin, it is an embarassment, though it is harm- 
less medically. It cannot be removed, but it can 
be covered with a preparation available at most 
well-stocked cosmetic counters. This is an ap- 
plication which is not like either ordinary 
makeup or stage makeup, but is waterproof and 
practically undetectable when its color is skill- 
fully matched to the individual’s own complex- 
ion. The matching is done by the cosmetic tech- 
nician in much the same way as face powders 
are blended. 

Other varieties of birthmarks, especially 
those called spider nevi and those including 
hair growth, require medical attention. 


Body Odor and Deodorants 


Body odor is commonly related to perspira- 
tion. Perspiration itself is essentially odorless; 
the odor develops as the result of the action of 
bacteria on the secretions from the skin’s 
glands. This indicates that bathing is a primary 
method for the control of body odor. 

Deodorants are products which are formu- 
lated to mask or diminish body odor. Various 
chemicals may be incorporated into the prep- 
arations to perform this function. Deodorants, 
however, do not in any way affect the flow of 
perspiration. 

Antiperspirants, as the name indicates, in- 
corporate chemicals which are intended to re- 
duce the amount of perspiration which reaches 
the skin’s surface. Effectiveness will vary, de- 
pending on such factors as the individual’s 
amount of normal perspiration and activities, 
climate, and ingredients used in the product. 
Antiperspirants usually also have a deodorant 
effect. 


Acne 


A common problem in dermatology is acne. 
In this disorder, which afflicts almost all teen- 
agers and some adults, blackheads, pimples, 
and red inflamed swellings appear on the face, 
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chest, and back. The severity of the acne varies 
enormously: it may occur in the form of only 
a few blackheads or bumps, or it may become 
manifest as many blackheads, pustules, and 
cysts (inflamed sacs deep in the skin), which 
last for several years and leave permanent 
scars. In the normal course of events, acne 
continues from puberty to the early 20’s, but in 
some it occurs through adulthood. 

We do not know the cause of acne. As in 
baldness, both hormones and heredity appear 
to play a role in its appearance. During sexual 
maturation, there are hormonal changes which 
trigger the onset of acne in persons who have 
inherited a tendency toward it. Since the spe- 
cific cause is not understood, we can only treat 
the symptoms. Also, we can avoid foods and 
irritants which aggravate the condition. 

The first visible disturbance in acne occurs 
in the hair follicles and oil glands of the skin, 
which share common openings onto the skin 
surface. When acne is active, the oil (called 
sebum) hardens and forms plugs in these ap- 
ertures, The hardened plugs are what we call 
blackheads; they are dark because of oxidation 
of the light-colored oil and other products on 
exposure to air. If one of the follicles becomes 
inflamed and fills with pus, it is called a pustule 
(or, more commonly, a pimple). A pustule 
may remain sterile or may become secondarily 
infected. 

Effects of acne can be unfortunate, both 
temporarily and permanently. Teenagers are 
acutely aware of the facial disfigurement, even 
when it is mild, since they are at a very self- 
conscious age. This makes it likely that they 
will squeeze the lesions, increasing the danger 
of permanent scarring. If the pimples are in- 
fected, squeezing them may force the bacteria 
into the bloodstream. 

Proper home care may help greatly to pre- 
vent acne or to keep it from getting worse. 
Cleanliness appears to be one important pre- 
ventive measure. Good personal hygiene, es- 
pecially frequent handwashing, is just as 
important as washing the face. Clean hair and 


scalp can be achieved by shampooing and‘ 


brushing the hair often, keeping brushes and 
combs clean, and having the hair kept short. 
Most persons with acne should scrub their 
faces thoroughly three times a day with a rough 
washcloth. Besides cleansing the skin, washing 
with soap or detergent dries it and causes its 
surface to peel. This helps keep the follicles 
open so that plugging does not occur. Also, 
cleansers break down protein, emulsify oils, 
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remove debris, and may have an antibacterial 
effect. A slightly drying soap is the most effec- 
tive. Many mild cases of acne can be managed 
by correct washing alone. 

Skin problems may reflect the person’s gen- 
eral health. Acne can be improved, at least to 
some degree, by getting enough sleep, exer- 
cising moderately, and having regular eating 
and elimination habits. Emotional upsets and 
tension may add to the problem. Irritants, such 
as permanents and heavy cosmetics, should be 
avoided during active flare-ups of acne. Be- 
cause heavy makeup clogs the pores, it should 
be left on only for limited periods of time and 
removed as soon as possible. Medicated, drying 
make-ups are available without a prescription, 
and some of them are helpful. Some exposure 
to sunshine may be beneficial, but intensive 
exposure may make acne worse. A boy whose 
skin is irritated by an electric razor may be 
helped by wet shaving, and vice versa. 

No one can be healthy unless he is well 
nourished. The acne victim should include 
foods from each of the four basic food groups 
(fruit-vegetable, milk-cheese, meat, and bread- 
cereal) every day. On the other hand, some 
foods may make acne worse and should be 
avoided. Among these might be chocolate, and 
foods containing chocolate; nuts, including 
peanut butter; seafood and shellfish, including 
tuna fish; large amounts of dairy products, 
dark-colored carbonated beverages; foods 
containing tomatoes; fried foods; sweets; spicy 
foods. 

If acne persists in spite of these simple 
measures—cleanliness, good health, avoiding 
irritants, and good nutrition—a dermatologist 
should be consulted. Not only can he help con- 
trol acne, but he can make sure that it is not 
some other disorder masquerading as acne. 

The doctor will work out an individualized 
program of control. This is important because 
each person’s problem is individual and be- 
cause, even in the same patient, a drug may 
have different effects at different times. 

Various prescription drugs are available for 
acne. Antibotics are often helpful, and other 
drugs, with different modes of action, are be- 
ing tested for their effects on this disorder. 
Much work is being done on the correction of 
acne symptoms and on the causes which have 
been theorized for it. 

For some patients, other procedures may 
help. The dermatologist decides which methods 
to use after making a careful diagnosis of the 
individual problem. Since there is no simple, 
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“one-shot” cure for acne, he may try various 
approaches, and the treatment may last for 
several years or until the patient outgrows the 
condition. 

The scarring which may follow severe acne 
can be treated with some success. Skin plan- 
ing, called dermabrasion since it involves 
scraping or smoothing the skin, improves some 
acne scars. Results depend upon the shape and 
depth of the scars and upon the skill of the 
operator. Scars on the cheeks and, to a lesser 
degree, on the forehead and temples respond 
to dermabrasion. But scars on the chest, back, 
shoulders, and neck respond poorly. Scars of 
recent origin respond better than do old scars. 
Complications, such as changes in skin color, 
sometimes occur. A physician who is experi- 
enced and competent in this area can determine 
whether dermabrasion is likely to be helpful. 

Problems of skin and hair disorders often 
become magnified in the sufferer’s mind, seem- 
ing more important than they really are. While 
they must have proper medical care and follow 
prescribed programs for as long as necessary, 
the patient should also avoid dwelling on his 
condition. If he becomes absorbed in the things 
and people around him, he will see the problem 
in its proper perspective. This will help coun- 
teract the psychological effects which may 
accompany the physical disorder. 

Skin problems as skin cancers, moles and 
fungus infections should be handled only by a 
physician. 


Cosmetics 


It is generally difficult to measure scien- . 


tifically a significant difference between brands 
of cosmetics. Thus, the best guide for cosmetic 
selection becomes personal preference and 
experience. Price is not always the best guide 
to quality in cosmetics. Several low-priced cos- 
metic products have proved, through years of 
satisfactory use, to compare favorably with 
some similar more expensive products. 

Each cosmetic product should be evaluated 
on an individual basis. Many women may pre- 
fer to try a new product of a brand name 
familiar to them. While, in general, a manu- 
facturer tries to maintain a certain level of 
quality, the goal is not always reached. This 
does not mean that new cosmetic products and 
brands should not be used, but rather that their 
use should be accompanied by healthy skep- 
ticism until they prove themselves satisfactory. 

Since the passage and enforcement of the 
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Federal Food, Drug, and Cosmetic Act of 
1938, the incidence of cosmetic quackery has 
been significantly reduced. Claims for cos- 
metics which are obviously without scientific 
basis and mislead the public are subject to ac- 
tion by Federal authorities. Although outright 
exploitation by cosmetic manufacturers is far 
less frequent than previously, it still exists. 

The majority of cosmetics on the market 
today are satisfactory for the purposes for 
which they are advertised. Though in some 
cases their actual effect on the skin may not be 
spectacular, the psychological effects for an . 
individual may well justify the expenditure. 

As with foods and drugs, the ultimate test of 
safety of cosmetics remains in the consumer’s 
hands. If an individual’s experience seems to 
indicate a personal sensitivity to a given prod- 
uct, prudence would suggest its avoidance. 


Creams 


Cold cream belongs to the broad category of 
cleansing agents. The average cold cream is a 
water-in-oil type of emulsion whose cleansing 
action may depend on a combination of two 
effects. First, the mineral oil portion dissolves 
the fatty skin secretion (sebum) and loosens 
the particles of grime. Second, the suspending 
effect of the formula facilitates the removal of 
dirt with a soft towel or tissue. 

A non-emulsified variant is the so-called 
liquefying cleansing cream. A typical formula 
might contain mineral oil which, instead of 
being emulsified, is solidified by the addition of 
paraffin or petrolatum to a consistency which 
makes it melt when in contact with the warm 
skin. This oily film is intended to dissolve 
sebum and loosen grime for removal with a 
tissue or towel. 

Cold creams and other types of cleansers 
are intended to remain on the skin for only a 
short time, since the cleansing operation calls 
for removal of the cream together with the im- 
purities picked up from the skin. 

All lubricating, conditioning, moisturizing, 
and night creams can be placed in the same 
category. They are intended to remain in con- 
tact with the skin longer (overnight) than cold 
creams or cleansing creams. Their purpose is 
to promote skin smoothness by relieving drying 
and roughness. They do this by furnishing lu- 
bricant, emollient (softening), or humectant 
(moisture attracting or retaining) action— 
and preferably a combination of any two of 
these three effects. The film of cream on the 


178 


skin shuts out the air, and the water in the cos- 
metic contributes a moisturizing effect, which 
may be assisted by humectant ingredients such 
as glycerine or sorbitol. 

Foundation creams (of which vanishing 
creams are the best example) are a variant of 
the lubricating preparations, since they incor- 
porate similar moisturizing ingredients. Foun- 
dation creams, as the name implies, are applied 
prior to make-up to provide a fine residual film 
that serves as a base for powder and rouge and 
furnishes some protection against soot and 
grime. 

Many manufacturers advertise claims for 
cosmetics with mysterious ingredients such as 
royal jelly, orchid pollen, mink oil, turtle oil, 
“formula X9,” placenta extract or “milk 
serum,” and with vitamins and hormones, 
which state that women over 35 years of age 
can obtain a more youthful appearance by 
using these products. Such claims are based on 
flimsily conducted experiments reported under 
the guise of scientific articles. 

Since the amount of the special ingredient 
is limited and the cosmetic base is basically 
good, these products can be used safely. The 
purchaser, however, is getting nothing more 
than a good cold cream at an exorbitant price. 

Most of the commercial so-called bleach or 
freckle creams contain ammoniated mercury 
as their principal ingredient. This chemical is 
a keratolytic (peeling) agent. It hastens the 
normal process of sloughing or flaking of the 
epidermis (outer layer of the skin). This rids 
the skin of pigment cells near the surface, tem- 
porarily making the skin look lighter. It is 
questionable whether freckles are lightened by 
these preparations, even temporarily. 

To avoid absorption into the system, a 
bleaching cream should not have a concentra- 
tion of mercury exceeding 5 per cent. It should 
not be applied to irritated or damaged skin or 
to large areas of the body. No children under 
12 should use such preparations. If any type of 
skin irritation develops, use of bleaching com- 
pounds should be immediately discontinued. 
Since mercury compounds cause severe reac- 
tions in some people, it would, therefore, be 
wise to make a patch test to determine sen- 
sitivity before using one of these preparations. 


Hair Treatments 


Static charges, which make hair fly, usually 
develop after it has been shampooed. Hair 
tangles easily and may break in combing. 
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Also, shampooing decreases the oily film and 
gives it a dry and dull appearance. Creme 
rinses are intended to help control these prob- 
lems. They make the hair more manageable 
and give a feeling of softness to the hair. Since 
a creme rinse is applied after the hair has been 
rinsed with water, it leaves a light film on the 
hair which may improve its gloss. 

Protein rinses, such as egg shampoos, have 
been suggested as beneficial to damaged hair, 
but there is no scientific evidence to substan- 
tiate this claim. Many scientists feel that there 
is little if any evidence that protein from such 
shampoos or rinses can penetrate the hair to 
give any reconstructive effects. Hair shafts are 
lifeless structures. These shampoos may in- 
fluence the physical behavior of the hair; much 
as creme rinses do, by coating the outer sur- 
face. This, of course, would make the hair more 
manageable. 

A weak acid such as vinegar or lemon juice 
reverses the chemical action between ordinary 
tap water and soap, which forms “scum” 
(insoluble precipitate) on the hair. 


Hair Dyes 


Permanent dyes are often referred to as 
tints rather than dyes, although the terms are 
synonymous. Generally, a tint is a hair coloring 
preparation containing aniline derivatives and 
utilizing an oxidizing agent, such as peroxide, 
to develop hair color. A tint penetrates the hair 
shaft into the second layer of the hair (cortex) 
to produce a permanent effect. Tints will 
lighten the hair, but unless the hair is pre- 
bleached, the degree of lightening is usually 
limited to no more than two shades. À 

Usually each brand states on the package 1n 
a clear, concise manner what results can be 
expected. The directions will indicate that if 
your hair is color “X” it can go to no lighter 
than color “Z.” i 

A tint always requires a developer (0xi- 
dizing agent). The use of the developer helps 
the consumer identify the product as a per- 
manent tint. 

The package directions will also say that a 
color test should be performed on a lock of 
hair, This test will indicate just what color to 
expect from your hair in its present condition. 
It is important to carry out this test, for unex- 
pected color reactions can result. 

The oxidation dyes are more commonly 
used professionally, in beauty parlors, but a 
number of brands are available for home use. 
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They may be used satisfactorily at home if the 
hair is in good condition. When the hair is in 
poor condition as a result of overdyeing, over- 
bleaching, or poor permanent waving, the re- 
sult may be breakage and splitting of hair and 
irregular coloring. 

If a person desires to lighten the hair by 
more than two shades, pre-bleaching is re- 
quired. In pre-bleaching, hydrogen peroxide 
mixed with a hair lightener is applied to the 
hair to bleach out much or all of the color. The 
purpose is usually to increase the porosity of 
the hair fibers or to achieve extreme lightening 
prior to blonde toning. Ordinarily, after pre- 
bleaching, a toner (which is a highly diluted 
tint) is applied; this gives just a small amount 
of color. Because bleaching increases the po- 
rosity and brittleness of hair, it may be more 
damaging to the hair than simple tinting. 

There should be an interval of about four 
weeks between tintings. More frequent tinting 
may result in overlapping of colors and streak- 
ing. One should not try to change the color of 
one’s hair too frequently or too radically—say 
from blonde to brown to red. One may get 
green hair instead, or the hair may break off 
close to the scalp. One of the large cosmetic 
firms indicates that the greatest number of 
complaints are received from people who have 
tried to change the color of their hair drasti- 
cally in relatively short intervals. Drastic color 
changes require professional techniques—and 
even then damage to the hair cannot always be 
prevented. 

Semi-permanent preparations are fully- 
formed hair dyes which do not require mixing. 
They also contain aniline derivatives and, ac- 
cording to brand, may be applied as a shampoo 
or following shampooing. These products 
achieve a semi-permanent effect by penetrating 
into the cuticle, the outer layer of the hair (tints 
penetrate into the cortex). The color produced 
by semi-permanent preparations is claimed to 
last through several shampoos. 

There are two classes of semi-permanent 
preparations. The dyes in the first class do not 
utilize an oxidizing agent but do alter the color 
of the hair, They give highlights rather than 
producing drastic changes; they will brighten 
‘mousy” hair and will cover gray hair to a 
limited extent. 

_ Dyes of the second class use air as the oxi- 
dizing agent. It takes about 15 minutes for 
oxidation to occur. Results are generally com- 
parable to those of the first class, with the 
added advantage that better coverage of gray 
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hair is claimed. There is no satisfactory way 
for the consumer to differentiate between the 
two classes. 

Temporary preparations in the form of 
rinses, shampoos, or color sticks can be used 
to touch up roots which begin to show the hair’s 
natural color. These preparations are water- 
soluble and can be removed by shampooing. 
Their labels will state this information and 
serve as a means of identification. 

Metallic salt dyes usually contain a lead or 
bismuth compound. The salts undergo a 
chemical change to deposit a colored film along 
the hair shaft without penetration. These prep- 
arations have several disadvantages from a 
cosmetic point of view. Since the coloring sub- 
stance is deposited on the outside of the hair 
like a plating, the natural luster is obscured. 
Also, several applications of the metallic salt 
dye may be required to produce an appreciable 
change in hair coloring. Years ago, enterprising 
manufacturers. exploited this deficiency by 
calling these products “hair color restorers” to 
imply that color gradually would return to gray 
hair. This term was banned as misleading. 

Another disadvantage is the limited number 
of available shades. These dyes tend to produce 
dark and intense colors rather than muted 
lighter shades. In addition, the metallic salt 
dyes may interfere with permanent waving. 

On the other hand, these dyes have the ad- 
vantage that they are very easy to use at home. 
Self-conscious persons, particularly men, use 
these dyes in the belief that their associates 
may not realize the fact, since the change in 
color is produced very gradually and the transi- 
tion is more likely to pass without notice. 

Finally, these dyes are probably safe when 
properly used. There is little if any evidence 
that persons become allergically sensitized to 
the metallic salts as they do to the organic dyes. 
Most metallic salt dyes carry warning state- 
ments as “for external use only” or “contains 
ingredients which may cause skin irritation,” 
although there is no legal requirement for spe- 
cial labeling to identify ingredients and pos- 
sible toxic effects. 

Evidence is strong that metallic salts are not 
absorbed through intact skin. However, care 
should be exercised to prevent their contact 
with mucous membranes or skin lesions and to 
avoid accidental swallowing. 

Although the use of metallic salt dyes is 
limited today, a number of different brands are 
available. The fact that they promise perma- 
nent effects distinguishes them from the tem- 
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porary preparations. The absence of caution 
statements and directions for patch testing ón 
the labeling will generally distinguish them 
from the permanent or semi-permanent or- 
ganic dyes. 

All of the aniline products, permanent or 
semi-permanent, are required by law to carry 
a caution statement on their labels and include 
directions for patch testing. This helps to dis- 
tinguish them from metallic dyes, but it also 
serves a more important purpose. The label 
should be read carefully and the directions 
should be followed. The caution label will 
read: “Caution—this product contains ingre- 
dients which may cause skin irritation in 
certain individuals, and a preliminary test ac- 
cording to accompanying directions should 
first be made. This product may not be used for 
dyeing eyelashes or eyebrows—to do so may 
cause blindness.” 

The patch test involves the application of a 
small amount of dye, mixed as for actual use, 
to the skin behind the ear or on the inside of the 
elbow. This test area should remain uncoy- 
ered and untouched by eyeglasses, combs, or 
other objects for 24 to 48 hours. If redness, 
burning, itching, blisters, or eruptions appear 
at this site during that time, the reaction is posi- 
tive and under no circumstances should the dye 
be used. 

A negative reaction simply indicates that a 
person is not sensitive at that particular time 
and under those conditions. It indicates a low 
degree of risk to use of the specific dye at that 
particular time. One cannot predict which per- 
sons will become sensitive at a later date, par- 
ticularly if the brand or color of the dye is 
changed. Thus the skin test must be performed 
before each application of the dye. 

The relative tendency of the oxidation and 
semi-permanent dyes to produce allergic re- 
actions is about the same. Although the inci- 
dence of reaction is low (about 5.5 per 1,000,- 
000 is reported by one company ), the products 
are still considered to be potential sensitizers. 
For this reason, the caution statement and di- 
rections for use should be read and followed 
very carefully. 

The person who has developed a sensitivity 
to one of the oxidation or semi-permanent dyes 
may be able to use a metallic salt dye safely, 
although the cosmetic results are less satisfac- 
tory. 

Frosting, tipping, and streaking are all proc- 
esses that involve bleaching portions of the 
hair. In frosting, a plastic cap is put on the head 
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and some strands of hair are pulled through 
small holes in the cap. These hairs are then 
treated with bleach for various time intervals. 
The process gives the hair a salt-and-pepper 
appearance. Frosting has two advantages: the 
bleaching solutions do not reach the scalp, and 
all of the hair is not involved. The effect on the 
fibers that have been treated is the same as in 
the bleaching process. Frosting or bleaching 
aids in the manageability of fine hair because 
these processes do give the hair some body. 

Once the hair has been colored there is really 
no satisfactory way to remove the dye. New 
undyed hair must be allowed to grow out. 
There are- preparations known as color re- 
movers available for removing dyes from the 
hair, but these products should only be applied 
professionally. Even then, damage may result, 
particularly if the hair is already harmed by 
overbleaching, overdyeing, or overprocessing 
from permanents. 


Soaps and Detergents 


The chief difference between soaps and 
detergents is that synthetic detergents, most of 
which are made of petroleum derivatives, do 
not deposit “hard water scum” on the skin, 
bathtubs, or fabrics. Soaps—nonsynthetic de- 
tergents made of animal and vegetable fats— 
combine with the minerals that make water 
hard (chiefly calcium and magnesium salts) to 
form an unattractive and insoluble scum. 

The chemical composition of synthetic de- 
tergents varies greatly. Most range from ex- 
tremely mild to moderate; some are severly 
irrating to the skin. Most of them on the mar- 
ket today, however, are said to be equivalent 
in mildness to the soap products used for the 
same purpose. But individual sensitivity varies. 

Since both soaps and synthetic detergents 
dissolve fatty materials, washing with them 
removes some of the skin’s natural oily coating, 
along with the grimy and oily soils, bacteria, 
and skin debris. Actually, water alone, espe 
cially if hot, will remove significant quantities 
of the skin oils. 

The consumer must rely on label informa- 
tion to make the distinction between soaps and 
detergents. However, there is no standard 
statement that is consistent from product to 
product that would unequivocally indicate the 
nature of the contents. Most soap products 
carry the word “soap” prominently, and most 
synthetic detergents carry reference to “no soap 
scum” or a similar distinction. 


CHAPTER NINE 


NOSE AND THROAT CARE 


Tue NosE has two chief functions. In it are 

the nerve ends by which we perceive and dis- 
tinguish smells. Second, and most important, 
the nose acts as a vent or channel through 
which the air we breathe is prepared or con- 
ditioned for passage into our trachea or wind 
pipe to our lungs. In the lungs the oxygen in the 
air is absorbed into the blood stream and is ex- 
changed for carbon dioxide. 
_ Pressure changes which occur during breath- 
ing assist in the exchange of gases in the lungs. 
As we breathe in, the resistance produced by 
the nose and air passages reduces pressure in 
the lungs; as we breathe out, the pressure in 
the lungs is increased because the air is slowed 
down by the nasal passages. This fluctuation 
in pressure helps the lungs exchange fresh oxy- 
gen for the poisonous carbon dioxide in our 
blood. 

_ The nose is really two noses (nostrils) di- 
vided by a partition called the septum. On the 
side walls inside the nose are baffles with 
curved surfaces, called turbinates, around 
which air circulates and is made moist and 
warm, These turbinates have blood spaces 
which fill and empty automatically as we 
breathe, normally in a regularly balanced fash- 
ion. This process allows the turbinates to swell 
and obstruct the nose at times and to contract 
and open the nose wide at other times. Cold 
weather, irritants, cold feet, and other body 
disturbances may throw the balancing mech- 
anism off. The result may be either an ob- 
structed nose or a wide opened nose which 
tends to get uncomfortably dry. 

The nose is normally wet or moist inside, 
being kept moist by mucus and a thin watery 
secretion given off by small glands in the lining 
of the membranes. Both flowing and drying 
goes on continuously with excess fluids and 
Mucus being swept backward to the throat. 
This accounts for the normal amount of mucus 
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in the throat called postnasal drip. While some 
people have more than others, it usually rep- 
resents a normal healthy process. If this drip 
becomes excessive or heavy and colored, it 
may indicate some disease and merits profes- 
sional investigation. 

The sinuses are air spaces closely con- 
nected to the nose; each sinus has an opening 
into the nose for the free exchange of air and 
mucus, The sinuses are located in the cheeks 
below the eyes (maxillary sinuses), between 
the eyes (ethmoid sinuses), in the forehead 
(frontal sinuses), and in the center of the head 
behind the nasal spaces (sphenoid sinuses). 

An abnormal shape of either the external 
nose, the septum, or the turbinates may cause 
an obstruction of the nose which can be cor- 
rected only by appropriate surgery, such as a 
reconstruction operation on the nose or septum 
done by an ear, nose, and throat surgeon. Oc- 
casional obstruction or stuffiness may be 
caused by such conditions as acute colds, hay- 
fever, nasal growths, variations in circulation, 
and emotional episodes. Any prolonged or 
habitual obstruction should be investigated by 
a physician. 

When the nose is blocked, people often tend 
to get panicky and to feel that something must 
be done to keep the nose open. They may re- 
sort to frequent use of nose drops or constant 
nose blowing, sniffing, and snorting. This is not 
necessary and may be harmful. 

As far as breathing is concerned, the mouth 
is a good safety valve for free breathing when 
necessary. If the nose is completely blocked, 
any amount of nose blowing is not likely to 
open it. Forceful blowing may force infection 
into the ears through the tube that connects 
them with the throat, or the sinuses, or may 
cause nosebleed or increased irritation. Blow- 
ing your nose is safe only when air can pass 
through it with reasonable ease. While blowing 
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your nose, you should hold your handkerchief 
loosely in front of your nose and not pinch 
your nose shut tightly. 

Nasal obstruction, however, may be dan- 
gerous in the very young infant before he has 
learned how to get air through his mouth. Use 
of nose drops gives only temporary relief and 
is often followed by a greater congestion. Fre- 
quent and habitual use of drops results in a 
vicious cycle with more and more obstruction 
developing the longer you use the drops. Oily 
nose drops are particularly dangerous for in- 
fants and young children because their use 
often leads to pneumonia. 

The common habit of “picking” the nose or 
pulling out hairs may also introduce infection 
or start bleeding. Infection in the area of the 
nose is particularly dangerous because of the 
direct drainage between the nose and the brain 
along the path of the nerve of smell. 


Colds and Sinus Infections 


During an acute cold or other infection, one 
or more sinuses may become inflamed. The 
opening from the sinus into the nose may swell 
shut. This results first in a feeling of fullness 
and pressure and finally in pain as secretions 
and pus form in the sinus. A large majority of 
simple acute colds and sinus infections clear up 
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spontaneously as the pus or secretions drain 
into the nose and the throat. 

Use of nose drops once or twice a day during 
this time favors drainage, but their use should 
not be continuous. Active pain and obstruction 
usually require the help of a physician. Medical 
treatments include drugs, local suction treat- 
ments, and possible. sinus drainage by cath- 
erization (inserting a tube) after careful 
anesthetization of the nose. 

Simple home management will be adequate 
for most less severe cases. The important points 
in home care are: Get more rest in bed than 
usual. Avoid late hours and all types of dis- 
sipation such as overeating, drinking, smoking, 
and exposure to cold. Do not sit around in 
chilly rooms or with cold feet. Take a hot 
shower or bath on going to bed to help decon- 
gest the respiratory passages. Take a simple 
hot foot bath and breathe plain steam for added 
relief. This remedy can be repeated frequently. 

The diet should be light and nutritious and 
fluids should be taken freely. The judicious use 
of aspirin and nasal decongestants as pre- 
scribed by a physician often decrease the 
severity of some of the symptoms. Traveling or 
flying at high altitudes except in properly pres- 
surized cabins is inadvisable without instruc- 
tions from a physician. Ae 

All headaches are not due to sinusitis. 
Chronic sinusitis does not typically produce 
headache. You should tell your physician about 
recurring headaches so that he can check to 
rule out endocrine and other medical causes— 
tension, tumors, or the like. 


Nosebleeds 


Nosebleeds (epistaxis) occur at any age 
and are especially common in children. The 
most common form comes from a small vari- 
cose vein near the front of the septum. Bleeding 
from this area can often be stopped by pressing 
the soft parts of the nostrils together tightly, 
close to the face, and holding them closed for 
several minutes. Nosebleeds from farther back 
are more difficult to stop. They frequently re- 
quire the aid of a physician and may require 
hospitalization and nasal packing. 

During active nosebleed, one should not lie 
on one’s back, particularly a child who may 
strangle in his own blood. The proper position 
is to lie down on one’s side, with the face look- 
ing downward into a basin or a towel to catch 
the blood. Pinching the nose tightly between 
the fingers or plugging the nose snugly with 
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cotton is the most practical procedure while 
waiting for the doctor or while on the way to 
the doctor’s office or hospital. 

A relatively minor injury may fracture the 
nasal bones, or displace or fracture the car- 
tilages, or cause a blood clot or hematoma in 
the soft tissues of the nose. Such injuries in 
children may result in permanent deformities 
if they go untreated. This makes it advisable to 
have a careful examination after any nose in- 
jury. Proper surgical drainage and reduction 
of fractures and splinting by the physician are 
often required, especially in small children. 


The Throat 


Several structures in the throat act as “lines 
of defense” against infection. These include the 
tonsils, adenoids, lingual tonsils, and the 
lymphoid tissue of the eustachian tube area. 
Any or all of these tissues may become in- 
fected. Repeated or severe infections may over- 
whelm their protective function and they then 
become a health hazard. They may need to be 
removed surgically. 

Excessive smoking, or in some individuals 
even moderate use of tobacco, may produce ir- 
ritation in the throat and the larynx, giving rise 
to a hacking cough known as “cigarette cough” 
or “smoker’s throat.” This can be relieved only 
by exercising greater moderation or in some in- 
stances, discontinuing the use of tobacco. 

The adenoids are masses of sponge tissue re- 
sembling the tonsils. They lie in the nasophar- 
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ynx high in the throat above and behind the 
soft palate. This is in the line of the air passages 
from the nose and closely associated with the 
openings of the eustachian tubes. 

Adenoids tend to get small and disappear as 
we get older, but in childhood they may be- 
come infected and very much enlarged. In such 
a state, they interfere with both the nose and 
the ears and often cause sinus and ear infec- 
tions. It is then necessary to remove the ade- 
noids. They may also occasionally become 
enlarged in adult life and have to be removed. 

Around the eustachian tubes are lymphoid 
tissues in smaller patches, which may become 
inflamed and infected and cause ear troubles. 
These may enlarge with the adenoids or even 
after the adenoids have been removed. In such 
a case a second operation in the adenoid area 
becomes necessary. 

Examination of the nasopharynx is often 
very difficult, especially in children. Satisfac- 
tory examination may require a general anes- 
thetic. In cooperative adults and children, it 
may be examined with a small mirror, similar 
to that used by dentists, or with a special elec- 
trically lighted instrument called the nasophar- 
yngoscope. 

The tonsils are visible on each side of the 
throat between the arches of the palate. It is 
believed that they have no function after about 
five years of age. Reasons for removal of the 
tonsils include: very large tonsils, repeated 
acute infections with sore throats, large lymph 
nodes in the side of the neck, or illnesses that 
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suggest a chronic focus of infection. Tonsils 
generally should not be removed in cases of 
acute infection, acute illness of any type, and 
severe blood disease that might interfere with 
proper clotting and healing such as hemophilia. 
Tonsils can be removed at any age. 

The lingual tonsils are separate from the 
throat tonsils. The linguals are out of sight on 
the back of the tongue in the lower throat. They 
become enlarged and may suffer the same dis- 
eases as the throat tonsils. In such cases they 
may need surgical or medical treatment. 

Inflammation or infection of any structures 
in the throat may produce a “sore throat.” This 
can occur even after removal of the tonsils and 
adenoids. Many different germs and diseases 
may be responsible. In all cases of persistent or 


recurring sore throat, or in seriously ill pa- 
tients, a careful history and examination by a 
physician is necessary. Blood counts and bac- 
terial tests may reveal unsuspected diseases. 
Tests which indicate that specific antibacterial 
drugs should be used may save more than the 
cost of the test by avoiding the use of wrong and 
costly medications. 

Strep throat is a term commonly applied to 
a very severe sore throat associated with fever 
and toxicity. It is often followed by rheumatic 
fever. Unless a laboratory test for bacteria is 
made, not even a physician can truly diagnose 
a strep throat. r 

Diphtheria, though now rare, is still a seri- 
ous type of throat infection. It produces 
poisonous substances that may damage the 
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heart and certain parts of the nervous system. 
An active case of diphtheria may affect the 
larynx and trachea to such an extent as to cause 
obstruction and suffocation unless an opening 
is made in the windpipe below the voice box 
(tracheotomy). The only reason diphtheria is 
now rare is because of the widespread practice 
of immunizing children with diphtheria toxoid 
early in life. 

Acute infectious mononucleosis is a fairly 
common contagious disease in young adults, 
It does not respond to antibiotics but is asso- 
ciated with a very sore throat, large glands, 
large spleen, and usually severe toxicity. Re- 
covery may take several weeks. 


The Larynx 


The larynx or voice box is the organ that 
produces the voice. It also protects the air pas- 
sages, or trachea, by closing tight during swal- 
lowing. This prevents food or liquids from 
entering the trachea. 
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Inflammations, infections, tumors, foreign 
bodies, injuries, or anything else that causes 
the vocal cords to swell may interfere with 
breathing. This obstruction may require im- 
mediate care or an emergency tracheotomy, 
which consists of making an opening in the 
neck directly to the windpipe. 

Hoarseness is a common effect of any type 
of disease in the larynx. In all cases of hoarse- 
ness lasting longer than two weeks, a medical 
examination should be made. 

The huskiness and hoarseness associated 
with colds ordinarily clear up with recovery 
from the cold. Moist atmosphere, steam, abun- 
dant fluid intake, and voice rest are the most 
important things for relief of symptoms. 

In small children the inflammation may 
cause swelling and result in croup. Steam may 
help this condition, but if breathing becomes 
difficult, a physician should be called. 

Other diseases associated with sore throats 
include leukemia, bacterial allergy, rheumatic 
fever, tumors, and virus infections. 
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CHAPTER ONE 


THE MANY FACES OF MENTAL ILLNESS 


MENTAL ILLNESS is regarded by many as the 
most important health problem in the United 
States. The American Hospital Association 
reports that one of every two hospital beds in 
the country is occupied by a person who is 
mentally ill, One out of every four Americans 
will at some time in his or her life suffer such 
serious mental illness as to require hospitaliza- 
tion or intensive clinic or office treatment. Case 
studies in both rural and urban areas disclose 
that 8 out of 10 of us will some time in our 
lives be disturbed enough to need psychiatric 
help or to have benefited from it if it could have 
been obtained. 

It is estimated that 50 to 70 per cent of the 
patients going to a family doctor suffer from 
illness of an emotional rather than a physical 
nature. In addition to the enormous amount of 
disability caused by this foremost of all crip- 
pling diseases, mental illness is also a leading 
cause of death. Suicide, an obvious result of 
mental disease, is now stated to be the eighth 
cause of death in America. The figure would be 
higher if automobile fatalities were included, 
for traffic authorities are convinced that about 
20 per cent of fatal accidents are actually suc- 
cessful suicides. These, then, are the simple 
but startling dimensions of the problem of men- 
tal illness. 

The problem is complicated by other factors. 
First of all, since the human body can react in 
only a limited number of ways, mental illness 
often mimics the symptoms of physical illness, 
Differentiation between the two is impossible 
for the medically-untrained person, and it is 
often difficult for the physician, 

Second, it is now an accepted fact that cer- 
tain kinds of emotional upset can actually bring 
about physical changes in the body, either in its 
function or in its anatomical structure, Ex- 
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amples of such physical illnesses deriving from 
psychological causes are high blood pressure, 
peptic (stomach or duodenal) ulcers, migraine 
headache, some types of colitis, asthma, and 
hives. There are many other illnesses, thought 
in the past to be purely physical, in which an 
emotional cause is suspected but not yet proved 
beyond doubt. 

Third, there is some confusion in the use of 
terms. Some would use the phrase “emotional 
illness” to refer to those illnesses of a mild na- 
ture, caused by purely emotional factors, and 
the diagnosis “mental illness” to refer to major 
disease, especially that produced by some 
physical or chemical change in the brain. 

However, at the present time, the term 
“mental illness” is generally accepted as the 
over-all designation of all these forms of dis- 
ease. It includes all illnesses whose manifesta- 
tions are primarily behavioral disturbances, 
whether the primary cause be physical or 
psychological, and also those diseases, often 
called “psychosomatic,” in which there is a 
mixture of emotional cause and physical effect. 


Mental Health 


Doctors are often asked what constitutes 
good mental health. This is a difficult question. 
Physicians know much more about mental ill- 
ness than they do about mental health. How- 
ever, it can be said that sound mental health 
means that a person is assuming the respon- 
sibilities that a person of his or her age and 
intellectual and physical capacity should as- 
sume and is carrying them out. 

Mental health includes emotional stability 
and maturity of character as well as the 
strength to withstand the stresses of living with- 
out undue or persistent symptoms, physical or 
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psychological. Mental health implies the ability 
to judge reality accurately and to see things in 
terms of long-term rather than short-term 
values. It implies the ability to love, to be able 
to sustain affectionate relationships with other 
persons. It means the ability to work in one’s 
chosen field both pleasurably and productively. 
It demands the presence of an effective con- 
science, realistic and independent, and at the 
same time a practical code by which to live. 
Finally, it entails the gratification of certain 
basic needs—such as hunger, thirst, self- 
assertiveness, and sex—in such a way as to not 
hurt other people or one’s self. 

To achieve this ideal of mental health we 
need more than the services of physicians and 
other persons who treat the mentally ill. We 
need the kind of society and the kind of family 
life that will develop such attitudes and respon- 
ses. It is not enough for professionals to treat 
those who have become ill. The responsibility 
for prevention lies not with the physician. It 
lies with those who shape the social, political, 
and economic structure of our country. It lies, 
therefore, in a democracy and with every citi- 
zen of it. 


Mental Diseases 


There are five major conditions affecting the 
human mind, The first of these is mental re- 
tardation, Some persons are born without the 
mental capacity to cope with the world. This 
may be due to unfortunate accidents in he- 
redity or congenital defects. It may also be 
due to illness of the mother affecting the un- 
born child. 

There are about 5,500,000 such unfortu- 
nates in the United States. For them our only 
present answer is training and education within 
their limits. As for the future, our major hope 
is to cure mental deficiency by its prevention 
through research into its causes. 

A second category of mental illness, known 
medically as dementia, is the loss of mental 
and emotional capacity through physical 
changes in the brain. Such changes can occur 
after severe brain injury, with the destruction 
of the brain areas by accident, a cancer, OF an 
infection. They occur most commonly, how- 
ever, as a result of hardening of the arteries in 
the brain, or by its degeneration with age, Us- 
ually called senile degeneration. 

Such illness obviously becomes more com- 
mon as medicine conquers more and more 
causes of death and a greater number of people 
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live into old age. It can be said that all of us— 
if we survive long enough—will finally develop 
brain degeneration and thus end up mentally 
ill, in the sense that we shall have lost our for- 
mer faculties to a greater or lesser degree. 

The third kind of mental disease is that 
which most people think of when they picture 
the mentally ill. This is psychosis, or, to use the 
ordinary word, insanity. This type of illness 
may manifest itself by profound changes in 
mood so that the sufferer is deeply depressed 
and discouraged and thinks himself worthless, 
a disease commonly known as depression, 
and probably the foremost cause of self- 
destruction. It may show itself by an opposite 
change in mood, with abnormal cheerfulness, 
out of keeping with reality, usually accompa- 
nied by difficulty in maintaining a consecutive 
conversation and inability to follow through on 
plans, with consequent unproductiveness. 

More usually, this form of major mental ill- 
ness may show such symptoms as the holding 
of ideas which are contrary to fact (delusions), 
hearing voices which are not present or seeing 
things which are not present (hallucinations), 
or notions that someone is after the patient, 
persecuting him, spying on him, reading his 
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mind (paranoid ideas). Such persons have lost 
touch with reality, live in a world of their own, 
do not see things as most people see them. 
Here has been simply described the disease 
known as schizophrenia, or split personality, 
or, in an older term, dementia praecox. These 
are the unfortunates who constitute the major 
population of our mental state hospitals. 


Psychoneurosis 


The fourth mental illness is the most com- 
mon one and that from which, to some extent, 
all of us at one time or another suffer. To most 
of us, it is just nervousness, a sense of being 
fearful and anxious and depressed about the 
problems we face in living. Only if it continues 
or develops into other symptoms can it truly 
be called an illness—something which impairs 
our capacity to carry on our personal business 
of living. 

Most often this illness is seen as a state of 
anxiety or tension, an undefined sense of worry 
and apprehension, often accompanied by such 
physical signs as trembling, sleeplessness, 
headache, and upset stomach. In some degree 
every one of us has known such symptoms. It 
is only when they persist into a regular and un- 
broken pattern that a diagnosis of an “anxiety 
state” can fairly be made. 

Since anxiety is the most intolerable of all 
sensations, some mentally ill persons develop 
physical impairments in its place. Such persons 
are said to suffer from hysteria. This means a 
loss or change in physical function without any 
physical explanation. Such hysterical disease 
may present itself as a paralysis or loss of feel- 
Ing In an arm or leg, a sudden loss of conscious- 
ness or awareness of one’s surroundings, a loss 
of one of the special senses, such as sight or 
hearing, feeling, or smell. When the doctor 
speaks of “conversion hysteria,” he means that 
the patient has found his fears unbearable and 
has converted them into a physical disability. 

Another kind of ordinary mental reaction is 
depression, Almost everyone has experienced 
the normal kind of depression that grief pro- 
duces. But when it becomes a prolonged sense 
of the lack of any worth in living, it is desig- 
nated by the diagnostic term “depressive re- 
action.” Another variety is a sense of chronic 
fatigue and weakness, of not being quite up to 

the demands of daily life. An older term called 
this “neurasthenia.” We now call it “asthenic 
reaction.” 


There are also persons in whom minor men- 
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tal illness takes the form of specific obsessive 
fears (phobias), such as fears of closed spaces, 
high places, crossing the street, certain animals, 
and crowds. Or they may develop certain spe- 
cial habits that they persist in—such as the 
child avoiding stepping on the cracks in the 
sidewalk, or the man who must go back several 
times into his house before he leaves it to be 
sure the stove has been turned off, or the 
woman who is excessively tidy in her house- 
keeping. These are called compulsions. 

This group of the mentally ill is usually di- 
agnosed as suffering from what is known as an 
“obsessive-compulsive” sickness. All of these 
individuals—the anxious, the hysterical, the 
depressed, the tired, the obsessive—fall into 
the category of neurosis, or, as the physician 
will ordinarily call it, psychoneurosis. 

We all are, or have been, or will be at some 
time and to some extent neurotic. Basically, 
all the forms of neurosis are ways of handling 
the problem of anxiety, of fear, or worry. Often 
we unwittingly fall back on the solutions we 
used in earlier life for the problems of stress 
and its consequent fear. Others, equally un- 
knowingly, recognize what we are doing and 
hence use such criticisms as, “Act your age.” 
or “When are you going to grow up?” or “Stop 
being childish.” The understanding of anxiety 
is the root of treatment for all the neuroses. 


Character Disorders 


The forms of mental illness that most people 
find it most difficult to accept as illness belong 
to the group called “character disorders.” 
These occur in individuals who persistently 
show abnormal personality disturbances. They 
include those who seem merely inadequate and 
ineffectual, those who are abnormally angry 
and aggressive, those who deviate from normal 
sexual patterns, those who are unsocial, those 
who use alcohol excessively or become ad- 
dicted to drugs, and those who commit crimes. 

Such people in general are characterized by a 
repetitive sort of self-defeating behavior, by an 
inability to learn from experience, and by being 
incapable of conforming to the ordinary rules 
of society. We find it hard to accept them as ill 
because we see them as lacking in will-power, 
moral judgment, and strength of character. 

They are, however, ill, unable to live in such 
a way as to let them get along with their fellow 
human beings. Their psychological problems 
have shaped their ways of doing things, their 
characters, their personalities. Therefore we 
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call their symptoms “character disorders,” 
“personality disturbances,” “character neu- 
roses.” You will also hear such persons called 
by an older term, “psychopathic personality.” 
It must be remembered that these people are 
sick. 

It should be noted, finally, that some experts 
believe that there is no hard and fast dividing 
line between the psychoses, neuroses, and 
character disorders. Rather they feel that many 
people facing stresses of living that cause anx- 
iety to develop, retreat into some kind of be- 
havior that solves their problems, however 
inadequate the particular solution may appear 
to the outsider. Each of these persons has de- 
veloped a certain kind of defense against the 
impact of the strains of the world. What kind 
of defense this is spells out the special illness 
from which he suffers. Thus the anxious man, 
the psychopath, the schizophrenic may turn 
to the solutions of alcohol or narcotics. 

Much of modern psychiatry is devoted to 
understanding the nature and purpose of these 
defenses. Most of all, it must be understood 
that these mental illnesses are not willful, not 
rationally chosen, not deliberate falsifications. 
Rather they are the result of forces that are 
truly unconscious, forces the patient is not 
aware of or able to control until he has had 
treatment. 

Mental illness is the result of unconscious— 
not conscious—motivations within the patient. 
The simulation of disease, the faking of illness, 
known technically as malingering, is rare. 
When it does occur, it is itself a sign of mental 
illness. 


The Signs of Mental Illness 


The suspicion of the onset of any illness al- 
ways arises either in the patient or in some per- 
son who is living with him or is close to him. 
This is as true of mental as of physical disease. 
Therefore the original indication of mental ill- 
ness will usually be observed in the home or 
at a person’s place of employment. The symp- 
toms of mental disturbance are so many as to 
be beyond counting. They run the gamut from 
temper tantrums to hallucinations, from mild 
melancholy to juvenile delinquency, from 
headache to alcoholism, from a fear of cats to 
blindness. 

A certain amount of anxiety, discourage- 
ment, or uncertainty lies within the limits of 
normal behavior. Concern is justified, however, 
when such reactions are out of keeping with 
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the severity of the circumstances that seem to 
trigger them, or when they persist long past the 
immediate impact of stress. 

Concern is justified when the symptoms are 
obviously out of keeping with reality, as are 
hallucinations, abnormal suspiciousness, or 
delusions. Concern is justified when a person’s 
behavior is clearly self-defeating, as in some- 
one who is drinking excessively, or using drugs 
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without a physician’s prescription, or engaged 
in activities that run counter to the broad dic- 
tates of society. 

Concern, finally, is justified when there is a 
change, slow or abrupt, in an individual’s be- 
havior or personality, and when that change 
persists. If such symptoms are not Tecognized 
by the patient himself so that he seeks help, it 
may be necessary for a friend or relative to take 
the first steps toward solution, 

As people begin to recognize how common 
mental illness is, and to realize what the phy- 
sician and psychiatrist can do to treat it, fewer 
persons resist the idea that they or their rela- 
tives may have a mental illness, Yet this re- 
luctance still persists to some extent. So do 
certain misconceptions. For example, contrary 
to popular prejudice, mentally ill persons are 
rarely violent. There is no need to fear them, 
as a rule. There are, of course, some who in 
their sickness manifest a wish to hurt other 

people, and they must be restrained so as to 
save them and others from their impulses. But 
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on the whole, in the home, there is little reason 
to fear the mentally ill member of the family. 

There is no point in arguing with a mentally 
ill person. His thoughts are real to him. It is 
better simply to state that you know how he 
feels but perhaps he will feel differently when 
he feels better. With a mentally ill person it is 
imperative to be reassuring and encouraging, 
not critical and scoffing. 

Above all, no one should ever tell the 
mentally ill person that his troubles are just 
imaginary or that he should pull himself to- 
gether and snap out of it. Often, particularly 
with depressed persons, such well-meant ad- 
Monitions will merely increase their anxiety 
and guilt and make the illness worse. Mental 
illness is genuine illness; it will be no more 
cured by sarcastic advice than would a broken 
leg or pneumonia, 

Threats of suicide should always be taken 
seriously. There is a tragic misconception that 
people who say they are going to kill them- 
selves never do. Quite the contrary is true; 
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most people who commit suicide have warned 
others before of their intention. A threat of 
suicide is always a reason for taking immediate 
preventive action. 


The Treatment of Mental Illness 


Once a person sees in himself the signs of 
mental illness or once such signs are observed 
by his relatives or friends, the question arises 
as to the proper place to go for help. In the 
rare cases of violent action toward others or an 
actual suicidal attempt, it may be necessary 
immediately to call on the police or emergency 
rescue squads to prevent an urgent threat to 
life. Few cases of mental illness require such 
drastic management. 

In most instances the patient should go him- 
self or be quietly urged to go to his family doc- 
tor. The family physician is in 99 per cent of 
all cases of mental illness the first source of 
help. Sometimes, in the case of persons who 
resist medical advice, it may be helpful to en- 
list an influential friend or the family minister, 
priest, or rabbi. Some members of the clergy 
have come to know much about mental illness 
and can be very helpful to the family in steer- 
ing a stubborn mentally ill person to proper 
professional help. They would be the first to 
acknowledge that final treatment must be 
placed in the hands of physicians and their 
professional associates. 

In the vast majority of cases the family doc- 
tor will be able to care for the mentally ill 
person without referral to anyone else. This is 
true especially of the neurotic and psychoso- 
matic illnesses which constitute most of the 
mass of mental disease. In more severe cases 
the general practitioner may refer the patient 
to a specialist in the field of mental disease— 
the psychiatrist. The latter may treat the patient 
himself or may in turn use the services, under 
his supervision, of specially trained persons 
such as marriage counsellors, psychiatric social 
workers, or clinical psychologists. 

There is still confusion in the minds of many 
persons as to the distinction between a psychia- 
trist and a psychologist. A psychiatrist is a doc- 
tor of medicine who has had special training in 
the diagnosis and treatment of mental illness. 

A clinical psychologist is not a physician, but 
rather a person who has been trained in the 
study of human behavior and psychology, and 
who with further special preparation can 
undertake the treatment of some forms of 
mental illness. The clinical psychologist is also 
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trained in psychological testing, the laboratory 
procedures of the field of mental diseases. Such 
tests help in the diagnosis of mental disease and 
often in indicating the line of treatment that 
should be undertaken. Psychological tests are 
as important to the family physician and the 
psychiatrist in dealing with mental disease as 
are x-rays of the chest in the diagnosis of tuber- 
culosis or an electrocardiogram in the diagno- 
sis of heart trouble. 

The psychiatric social worker may, under 
adequate supervision and with special training, 
treat some cases of mental illness. More usu- 
ally, however, he will be concerned with col- 
lecting information, helping the family adjust 
to the circumstances brought about by the men- 
tal illness of one of its members, and keeping 
relatives abreast of developments as the patient 
is treated. 


Psychotherapy 


The prime method of treating mental illness 
is known as psychotherapy. This may take sev- 
eral forms, but in essence it is an attempt on the 
part of the doctor to change the abnormal be- 
havior that brought the patient to his office by 
getting him to understand the causes of that 
behavior so that he can then change it. The doc- 
tor’s role is more one of listening and suggest- 
ing than one of offering advice. We all know 
how helpful it is at times just to get our troubles 
off our chests. 

In mild cases of mental illness, psycho- 
therapy may be just letting the patient talk his 
troubles out, reassuring and encouraging him 
and helping him to create a mentally healthier 
way of living. This is particularly true in cases 
of acute anxiety or depression. With more 
deeply seated difficulties, psychotherapy may 
require a prolonged exposure of the uncon- 
scious problems that have led to the illness. 
Sometimes group therapy is used, in which a 
group of patients meets regularly with a psy- 
chiatrist, or perhaps a psychologist or psychi- 
atric social workers, so that each patient begins 
to understand his own problems as he sees 
those of the others in the group. 

The most prolonged and most probing type 
of psychotherapy is that known as psychoanaly- 
sis, in which the effort is made to explore all of 
the recesses of the personality in order to root 
out the mental illness. There is widespread con- 
fusion about psychoanalysis, and very often 
psychiatrist and psychoanalyst are used as syn- 
onymous terms. Accurately, psychoanalysis is 
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a specialty of the field of psychiatry. Psycho- 
analysis is both a theory of human psychology 
and a method of treatment. 

The method of treatment is one in which the 
patient is allowed, at his own pace and by his 
own association of ideas, to come to an under- 
standing of his problems. This is best done 
when the patient is relaxed and free from dis- 
traction; therefore he often lies on a couch dur- 
ing the therapy. 

All forms of psychotherapy have one aim— 
getting the patient to talk about himself in 
meaningful terms, so that he understands his 
motivations, the causes of his symptoms, and 
can reconstruct his life in a more mentally 
healthy fashion. This is what is called “insight.” 
In gaining it, the patient must do the major 
work. In the last analysis, he knows more about 
himself than anyone else does. 

The role of the physician, the psychiatrist, 
the psychoanalyst is one of helping the patient 
to express his ideas, challenging those that may 
be premature, helping to interpret to the patient 
the meaning of what he is saying. It is rarely 
one of outright advice, and still more rarely one 
of dogmatic instruction. 


Medical and Other Treatments 


Measures other than psychotherapy do enter 
into the treatment of mental illness. Certain 
drugs can be used to alleviate the very genuine 
physical symptoms that may be present. Seda- 
tive drugs are used to promote sleep. The 
tranquilizing drugs are used to lower the level 
of anxiety. Mood-elevating drugs are used to 
lift a patient out of depression. All these are 
powerful agents and should be used only on the 
advice and prescription of a physician. 

Some of them have very real dangers. Even 
the mildest tranquilizers may cause the patient 
to become addicted. The sedative drugs, es- 
pecially the barbiturates, have the same risk 
and furthermore, if taken in overdosages, can 
cause death. The use of sleeping pills is the 
most common way of committing suicide in 
this country. 

An ultimate aim in all treatment of mental 
illness is the elimination of such drugs—even 
though they may have been needed along the 

way as crutches—so that the patient can get 
along in his world the way it is, without the 
need for escape into the unreal world of drugs. 

Other treatment techniques should be men- 
tioned. Electric shock therapy is used on some 
severe mental illnesses, primarily those with a 
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predominant depressive coloring. In this treat- 
ment an electric current of low voltage passed 
through the brain causes unconsciousness. In 
ways not completely understood, this is often 
the quickest way to end a serious depression. 
Another form of shock treatment produced by 
giving the patient insulin is sometimes used in 
schizophrenia. 

A third form of physical treatment is lobot- 
omy, in which pathways in the brain are sur- 
gically destroyed. This is little used in this 
country now, and only in desperately ill and 
essentially unmanageable patients. All these 
forms of therapy are being used less as knowl- 
edge of psychotherapy increases and as drugs 
are found which control acute symptoms. 


Hypnosis 


Hypnosis deserves a special word. Hypnosis 
is the production, by suggestion, of a state of 
suspended consciousness and dependence on 
the hypnotist. Except perhaps for its use in an- 
esthesia when ordinary anesthetics are unsafe 
for one or another reason, hypnosis should 
never be used by anyone who is not trained in 
psychotherapy. It is merely a psychothera- 
peutic tool. It is not difficult to learn how to 
hypnotize, but the tool is a double-edge one, 
and hypnosis can do great harm if used improp- 
erly by untrained persons. The use of hypnosis 
as entertainment should be forbidden without 
reservation. 


Hospitalization 


Serious cases of mental illness require hos- 
pitalization. This may be in a local community 
hospital, in a private mental hospital, or in a 
state or federal mental hospital. Preferably ad- 
mission to any of these hospitals should be 
voluntary. However, in some instances pa- 
tients are so ill as not to be able to recognize 
their need for care and must be legally commit- 
ted. In most states this process is provided for 
by laws that try to guarantee an easy and non- 
embarrassing admission as well as more ade- 
quate safeguards for the patient’s rights. 

As a rule two physicians must testify before 
a judge, though in some states admission is 
allowed on the word of a single doctor in emer- 
gency situations. The likelihood of anyone’s 
being “railroaded” into a mental hospital is so 
remote as to be virtually nonexistent. Stories 
of normal individuals having been forced into 
mental hospitals and then kept there against 
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their wills are almost totally fictitious. This 
sort of thing just does not happen. 

If a friend or relative is admitted to a private 
psychiatric hospital, one can be assured that he 
will in all probability obtain excellent care. If 
he is admitted to a state hospital the care may 
be less exhaustive, and there may well be fewer 
niceties. On the whole, nonetheless, the family 
of a mentally ill person sent to a state hospital 
can rest easy in the knowledge that adequate 
and prompt care will be given. Some of 
the country’s state hospitals are centers of re- 
search and education in mental illness; in them 
the patient will receive care unrivaled any- 
where in the world. 

The admission of a mentally ill individual 
to any hospital involves many problems and 
difficulties which may be particularly harrow- 
ing to relatives. A whole book could be written 
on the arrangements for getting a patient ad- 
mitted, for taking him to the hospital, how to 
leave him there, how relatives should behave 
during visiting periods, on the hospital atmo- 
sphere and its activities, on when to write the 
patient and what to write him. In fact, such a 
book has been written. 

Every family should own it. It is Mental Jll- 
ness: A Guide for the Family by Edith M. 
Stern, and it can be obtained from the National 
Association for Mental Health, or from any 
local mental health society. It contains specific 
answers to all these questions. 

When a mentally ill patient is discharged 
from the hospital as being sufficiently improved 
to live in the outside world, both he and his 
family and friends face problems in adjustment. 
So far as the patient is concerned, this is a time 
for neither pampering nor pushing. The family 
at this time particularly needs the advice of 
whatever physician is superintending this part 
of the patient’s recovery. In some states such 
supervision is carried out by the hospital itself, 
in others by local mental health clinics, in still 
Others by private physicians. 

The sooner the patient can get back to the 
care of his own family physician, the better. It 
may be necessary for the patient to continue on 
medication for some time after discharge from 
the hospital. This must be given under a phy- 
Sician’s direction, and under no circumstances 
should any other medications be given by rela- 
tives who sense the patient’s discomfort and 
think they can thereby relieve it. After-care will 
usually be necessary for a time; it will be ad- 
ministered by a physician or one of his profes- 
sional associates and final decisions must be 
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left in his hands. 

Unfortunately, local facilities for the hos- 
pital care of mentally ill persons are still far 
from satisfactory. Any citizen interested in 
mental health can do no greater service to his 
community and his friends than to work toward 
their development. He should support the 
establishment of mental health clinics, child 
guidance centers, and particularly, psychiatric 
facilities in the local general hospital. 

Mental illness of all sorts, including alco- 
holism, is just as much the business of every 
community hospital as physical illness. The 
ultimate aim in any community should be the 
possession of such facilities as will take care of 
that community’s mentally sick. Eventually 
the state hospital should be only for the incur- 
able, who require long-term custodial care. 
The individual citizen can assist in this aim by 
joining the efforts of his local mental health 
association and by contributing to and support- 
ing in every way his already existent mental 
health facilities. He can also lend his voice to 
the demand that health insurance cover mental 
illness as it covers physical illness, so that men- 
tally ill persons can be cared for in local private 
and community hospitals. 

As with all illness, some cases of mental ill- 
ness are incurable. This fact is as difficult to 
face as incurable cancer or a fatal heart attack. 
The old, whose brains are suffering a degenera- 
tion that cannot be reversed, are not going to 
recover. But proper hospital care can make 
their final days more comfortable. 

There is now greater hope for the young peo- 
ple who have schizophrenia and were formerly 
thought incurable. More of them are being dis- 
charged from the hospital than ever, thanks to 
new psychotherapeutic understanding and the 
use of new drugs. Medicine has reached the 
point where one never gives up hope for the 
apparently most hopeless psychotic patient. 

The feeble-minded may have to remain hos- 
pitalized for life, but modern institutions give 
them a world of their own where they do not 
have to face the stresses of ordinary society and 
in which they can live happily and often pro- 
ductively. 


Brain Disease 


It has already been noted that physical and 
mental illness may be difficult to differentiate. 
This is particularly true in cases of disease of 
the brain. Because the brain is the organ of be- 
havior, disease of the brain may produce dis- 
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orders of behavior as well as symptoms of 
disturbance in motion, sensation, and strength. 

As with any part of the body, the brain may 
be attacked by various disease processes. In 
mentioning them here, the point is that small 
symptoms are to be taken seriously; they may 
be the initial signs of either physical disease of 
the brain or mental illness of psychological 
origin. It takes a doctor to tell the difference. 

Infections of the brain or its coverings will 
be accompanied by the acute signs of infection, 
such as fever, pain, and toxic feeling. There 
may be simultaneously disturbances in behav- 
ior. In the same way the brain may be invaded 
by tumors or cancers, with a combination of 
physical and emotional symptoms. Injury to 
the brain may have the same double effect, and 
so may disturbances of the blood supply. 

Strokes are the result of either broken blood 
vessels producing bleeding in the substance of 
the brain, or blocking of the vessels producing 
temporary or permanent loss of function of the 
part of the brain supplied by the vessel. Par- 
ticularly in the case of so-called “small 
strokes,” the changes in personality may over- 
shadow such physical symptoms as paralysis 
or loss of speech. 

The brain can be poisoned, as other organs 
can be. This is especially true with alcohol, and 
sedative drugs, such as the barbiturates. These 
characteristically produce alterations in behav- 
ior, and mental as well as physical symptoms. 
(See Part X, Chapter Seven.) 

The brain has some diseases peculiar to it- 
self. Among these are the so-called “degenera- 
tive” diseases such as amyotrophic lateral 
sclerosis, or the diseases in which the insulating 
material of nerve cells is lost, such as multiple 
sclerosis. The early symptoms of these diseases 
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may be difficult to understand and may seem 
psychological when they are actually physical. 

Another such disease is Parkinson’s dis- 
ease—paralysis agitans, known to our elders as 
the “shaking palsy”—characterized by stiff- 
ness of the joints, tremor of the hands, change 
in facial expression, and difficulties in walking. 
(See Part X, Chapter Five.) 

Another disease peculiar to the brain is epi- 
lepsy. This may be likened to an explosion in 
the normal electrical activity of the brain. De- 
pending on the part of the brain in which the 
abnormal electrical discharge takes place, vari- 
ous symptoms can result. The patient may have 
brief twitching or loss of contact (petit mal 
epilepsy) or may have behavioral disturbances 
of an extreme sort (psychomotor epilepsy). 
Most commonly he may have an epileptic 
seizure (grand mal epilepsy), with a warning 
cry, unconsciousness, and some of the follow- 
ing symptoms—stifiness, jerking, tongue- 
biting, loss of control of bowel and bladder, 
and, afterwards prolonged sleepiness. 

Fortunately, very, very few epileptic attacks 
result in death; the patient usually recovers 
spontaneously. The occurrence of such an at- 
tack, however, demands medical attention. It 
may point to a growing brain cancer, or in an 
older person to a stroke, as well as to the dis- 
ease of epilepsy itself. 

This brief mention of diseases of the brain, 
diseases often called neurological, underlines 
the need of the family to depend on its personal 
physician and its right to do so. Only he, to- 
gether with his fellow specialists and associated 
professionals, can unravel the web of mystery 
that an illness of the brain, psychological or 
physical, may present. Do not hesitate to call 
him. It is better to be wrong than to be too late. 


CHAPTER TWO 


DAY-BY-DAY LIVING 


MENTAL AND EMOTIONAL health is not just 
the concern of those who suffer from severe 
mental illness. Keeping mentally fit is as much 
of interest to everyone as is keeping physically 
fit. To prove this point, take a look at these 
questions: 

Are you always tired? 

Do you sleep poorly? 

Do you have vague pains? 

Are you worried about your job? 

Are you getting along badly with your wife? 
Or husband? 

Are you in trouble with your boss? 

Are you in financial difficulties? 

Have you lost a close relative, perhaps your 
husband, your wife, a son or daughter? 

Are you facing disease, disability, or im- 
pending death yourself? 

Are you sure that your good breaks can’t 
possibly last? 

Are you vaguely uneasy and don’t quite 
know why? 

Do you think people tend to “have it in for 

you?” 
_ There are few of us who now or at some 
time in our lives would not have to answer 
“yes” to one or more of these questions. The 
list represents only some of the common fears, 
anxieties, frustrations, and problems which 
beset people in a confused and threatening age. 
Almost all of us could add to this list. Behind, 
above, and through our lives hang the recur- 
ring fears of disaster. It is no wonder that we 
live in an era of tranquilizers, pep pills, and 
sleep potions, and that about half of the 
patients in doctors’ offices are suffering from 
ailments based on emotions. 

A few centuries ago man’s great problem 
was keeping alive. Today, thanks to medical 
Progress, economic advances, and the avail- 
ability of labor-saving devices, conveniences, 
and comforts, man’s difficulty lies mainly in 
coming to terms with life. 

When people make jokes about psychiatrists 
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and psychiatry, there can be little doubt that 
the problem of how to live with life is the over- 
shadowing challenge which faces everyone, 
beginning in childhood and extending beyond 
into sixth and seventh decades—those dividend 
years the advances of medical science have 
given us. 

All this has little to do with severe mental 
illness. One need not be a schizophrenic, a par- 
anoic, a manic-depressive, or a senile dementia 
patient to have mental or emotional problems. 
These problems are the lot of almost everyone 
at some time, and there is no shame in having 
them. Nor is there any shame in asking for help 
from professional sources, just as one would do 
if he had a broken leg, acute appendicitis, or 
any other disabling illness. 

Most persons with such health problems, 
however, do not seek professional help. As a 
matter of fact, if all in need were to seek 
it, there would be a severe shortage of profes- 
sional persons in psychiatry, psychology, and 
even in general medicine. 

The question then arises: What can people 
in such situations do for themselves or with the 
aid of existing resources? The answer is that 
there are many things that every person can do, 
some of them quite simple. 

To begin with, anyone with mental or emo- 
tional problems should realize that he is not 
alone in this. His dilemma is not unique. Thou- 
sands of others have similar difficulties. Is it 
fear of death or bereavement? Is it financial 
concern? Is it striving for success or worrying 
about failure? Whatever your dilemma, you 
may be sure that it is shared by millions 
of others. Understanding this fact, knowing 
that you are not unique or queer, can in itself 
be a comfort. 

A missionary’s wife, often separated from 
her husband or uprooted from her home to 
travel with him—perhaps into danger—has 
modeled her life around faith in the God whom 
they serve plus a philosophy which she applies 
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to every adverse circumstance. She says, “This, 
too, will pass.” There is great comfort in know- 
ing that time is a potent healer. If you can 
accept this fact, you will often reduce your 
problem to a manageable dimension. 

Another comfort is found in the philosophy 
of a lady in her nineties. Her life had been 
good, but not without its troubles. Widowed 
relatively early, she worked to support herself. 
She had a severe attack of crippling arthritis 
in her sixties, and in her seventies survived five 
major operations for cancer in less than one 
year. Her philosophy has always been that it is 
not what happens to you that matters, but how 
you rise to the occasion. 


Living Day by Day 


There are three ways to meet a situation: 
One may face, fight, and conquer. One may 
face and examine, then observing that nothing 
can be done, adjust oneself. Or, one may run 
away and hide from reality behind illness or 
other psychological retreat. Obviously the first 
two solutions are sound. 

Alcoholics Anonymous has expressed the 
proper approach in the prayer “God grant me 
the serenity to accept the things I cannot 
change, courage to change the things I can, and 
wisdom to know the difference.” Members of 
Alcoholics Anonymous make one other impor- 
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tant point about living with one’s difficulties. 
They endeavor to live day by day. They take 
no long-term pledge. They face each day as it 
comes. As each day passes, crowned with suc- 
cess, strength grows with the experience. 

This approach is applicable to many of life’s 
crosses. A loved one dies. You face a long and 
dreary future of loneliness. Financial disaster 
strikes after a life of prosperity. A friendship is 
broken by misunderstandings. A chronic physi- 
cal disability is suffered. A marriage is wrecked. 
A trust is betrayed. You look despairingly 
down the desolate years ahead. But you can 
face today, and triumph. Today is the tomor- 
row you worried about yesterday. Tomorrow 
may never come. Life is lived from day to day. 


Talking It Out 


Sharing the burden comforts the troubled 
person. Although no one advises the perplexed 
individual to be a bore by prating incessantly 
of his problems, there are times when it is es- 
sential to talk things out with an understanding 
and sympathetic friend. Every doctor has 
listened to patients tell about their difficulties 
and, before he has had the opportunity to do 
anything, has had the patient suddenly smile 
and say, “Doctor, I feel better already. Just 
telling you about it seems to help.” 

An understanding but not unduly sympa- 
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thetic confidant can help you put problems into 
perspective and afford you the relief of talking 
about the matter. Our language contains such 
expressions as “opening the heart” or “getting 
it off the chest.” These are literal descriptions 
of the relief gained from sharing troubles, con- 
sidering alternatives, considering or accepting 
advice, and making a new start. 

The benefit of these experiences comes from 
the knowledge that there are sympathetic per- 
sons with whom one can share and that frus- 
trations are common. The discussion helps to 
identify and define the problem. Thus, we face 
it more effectively. A child with trouble instinc- 
tively runs to a parent. Young people, espe- 
cially, often find it helpful to talk with older 
and more experienced persons. Older persons 
too may receive help in their moments of anx- 
iety or frustrations by talking things over with 
someone they love and trust, a brother, a sister, 
or a friend. A most natural sharing is between 
husband and wife. 

The greatest mistake is to attempt to fight a 
problem alone when there is help as near at 
hand, as a loving relative. The endless “hashing 
over” of trifling problems is not encouraged, 
but in genuine emergencies two heads are bet- 
ter than one and two hearts are even better 
than two heads. 

But here a word of warning is in order. Men- 
tal and emotional problems are not a proper 
subject for amateur treatment, except the im- 
mediate help of friendly and sympathetic 
understanding. Persons who receive the com- 
pliment of being accepted as confidants should 
not presume to give advice which can come 
properly only from qualified professional peo- 
ple. If sharing the burden does not give ade- 
quate immediate aid to a troubled mind, pro- 
fessional help should be sought. 

There are many professional sources to 
which an individual can turn if he needs more 
than the opportunity to talk things over. Many 
clergymen are not only sympathetic and help- 
ful, but also experienced in dealing with emo- 
tional problems. One should not expect the 
clergyman to replace the psychiatrist, but a 
firm religious faith is one of the best sources 
for tranquility and inner peace, and the clergy- 
man can often be a source of help. (See also 
Part II, Chapter Eight.) 

_ Another source is the family doctor. He, 
like the clergyman, usually understands people 
and is familiar with their problems. The good 
family doctor is patient, understanding, com- 
petent, and sympathetic. In most instances he 
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can give adequate professional help without 
referral to a psychiatrist. If he advises consul- 
tation with a psychiatrist, you should show no 
hesitation in accepting this advice. A psychia- 
trist is a doctor of medicine and there is no 
stigma attached to consulting one. It is as 
sensible to seek help for an illness of the emo- 
tions as it is for an illness of the body. Indeed, 
an emotional illness often appears as an illness 
of the body. 


Working It Out 


Of the three ways there are to meet a situa- 
tion, the most constructive is to face, under- 
stand, and conquer it. The stimulus of activity 
is better medicine than the deadening opiate of 
actionless worry. Working at a solution im- 
mediately results in whittling the problem 
down. It may not be completely eradicated, but 
it can be cut down to a manageable size. Con- 
structive activity is in itself a partial solution 
and a help. 

The second attack is to accept problems 
when they cannot be overcome. This does not 
necessarily mean inactive acceptance. One may 
look at the situation and decide that it cannot 
be changed. Purposeful activity often will take 
away the distress of unsolved problems. You 
cannot avoid the fact of the impending death 
or serious illness of a relative. But you will be 
much happier and more useful if you devote 
your time and energy to comfort the sick or 
dying person and his family or assist in other 
constructive ways. 

A wise proverb from the Orient says “I com- 
plained because I had no shoes until I met a 
man who had no feet.” Filled as our world is 
with people who have no shoes, there are still 
too many who have no feet who may need help 
even from those who themselves need help and 
who can help themselves most by helping 
others. 

Among the more constructive approaches to 
problem solving is one being stressed by phy- 
sicians and others who work with the handi- 
capped. Until recently a man who lost a foot 
was a cripple. If he even used crutches, he was 
an exception. Such a catastrophe often reduced 
a man to a wheelchair and a life of bitter futil- 
ity. Today, such people are walking unnoticed 
with ingeniously devised artificial limbs and 
playing a full part in life’s battles. 

Along with this progress goes an attitude 
which is applicable to every problem, great or 
small. In considering a handicapped person, 
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rehabilitation experts now emphasize his re- 
maining abilities rather than his disability. 
They build on these. In like manner, the indi- 
vidual who has troubles in one area gains per- 
spective by looking at the more favorable areas 
of his life. This also applies to situations when 
all the bad news seems to pile in at one time. 

The author Max Wylie, writing of his re- 
actions to the brutal murder of his daughter, 
said that the most help to him in his grief came 
from the introductory words of the minister at 
his daughter’s funeral: “We are gathered here 
to give thanks for the life of Janice Wylie.” 

After many happy, prosperous and fortu- 
nate years, a family suddenly had what seemed 
to be an exceptional concentration of illness 
and misfortune. One member developed seri- 
ous arterial disease and required extensive 
surgery with the possibility of losing a limb. A 
grandchild, ill with unusual blood changes, 
raised the specter of leukemia in the minds of 
apprehensive relatives. Another member re- 
quired gall bladder surgery while an elder in 
the family developed what might well prove to 
be a fatal illness. All these blows struck in a 
very short space of time, yet the family atti- 
tude was “We will not complain. We have had 
many good years, and we must expect to have 
our share of bitter along with the sweet.” 


Tension 


Physical symptoms due to emotional causes 
have been frequently misdiagnosed. They have 
been called “nervous breakdowns” and often 
the individual was brushed off with the state- 
ment that he was “enjoying poor health.” 
Emotional ailments have been mistaken for 
physical illnesses and treated medically or sur- 
gically with poor results. It is now well realized 
that the emotions can produce or aggravate 
physical symptoms. __ 

This realization does not mean that all 
disease is due to our emotions. It does not sup- 
port any vague theory of “mind over matter,” 
nor does it confirm the theory that disease is 
due merely to some form of mental or emo- 
tional malfunction. The emotional basis for 
physical symptoms is largely the state which 
physicians call “tension.” 

Tension is a state of physical being in which 
nervous impulses secondary to anxiety cause 
changes in the function of certain body organs. 
Tension is often associated with peptic ulcers 
and many bowel complaints. In other cases, 
tenseness affects the circulatory system and 
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may cause high blood pressure, which in turn 
may result in heart disease. These symptoms 
can often be improved or removed by relief of 
the underlying tensions. 

One of the more common manifestations of 
tenseness is the tension headache. The victim 
suffers periodically from severe headaches 
more or less coincident with a let-down from 
an extended period of tension. 

Prolonged and repeated tensions may alter 
the, functions of the glands of internal secre- 
tion. This influence upon the tissues of the 
various organ systems may result in chronic 
disease, notably arteriosclerosis, heart disease, 
peptic ulcer, and spastic colon. The more firmly 
these physical symptoms become entrenched 
the less likely it is that they will be improved by 
the removal of the underlying tensions. 

Tensions result in part from outside stresses. 
They are also determined by the capacity of the 
individual to receive and to react to stresses. It 
is important to remember that individuals differ 
in this regard. We speak of some persons as 
excitable, others as nervous, others as flighty, 
others as calm, and still others as lethargic. 
These are external observations and may be 
deceptive. The person with a calm exterior may 
be boiling inside and the individual who over- 
reacts to minor stimuli may meet severe 
stresses with unexpected poise. 


Meeting Stress 


We live in a world of stress. It is possible 
that we have so exaggerated the stresses that 
we have created a new stress, namely the fear 
of stress. It is true that we are threatened with 
possible nuclear warfare and that we are pres- 
sured on all sides to earn more, to meet 
increased demands in our social, economic, or 
personal lives. The worship of status has cre- 
ated severe tensions in the effort not only to 
keep up with the Joneses, but to surpass them. 
It is significant that the greatest incidence of 
heart disease from stress in industry seems to 
be neither among senior executives nor the or- 
dinary workers, but rather among the young 
junior executives who struggle fiercely to outdo 
their fellow workers. 

And yet the world was never without its 
Stresses. Primitive man had to combat the ele- 
ments and wild beasts. Medieval man had his 
crusades, his tournaments, his fear of disease, 
pestilence and witchcraft, and his eternal wars. 
The pioneer conquered the wilderness with an 
axe in one hand and a rifle in the other. 
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Man has never been without stress and it is 
not conceivable that he ever will be. The ques- 
tion then arises, not how one can avoid stress, 
but how can one meet stress successfully. 
Everyone must learn to deal with it, for no one 
can consistently avoid stress if he faces his re- 
sponsibilities. 

It therefore becomes important in establish- 
ing a pattern for living that troubles and 
difficulties be confined to a proper place in the 
scheme of things and not be allowed to domi- 
nate life. Here are some basic pieces of advice 
which, if they can be followed, will tend to 
minimize one’s frustrations and difficulties, or 
at least prevent them from gaining the upper 
hand: 

© Learn to understand and accept yourself 
as you are. Recognize not only your capacities 
and your strengths, but also your weaknesses. 

® Set realistic goals and ambitions for your 
life, those which offer you both a challenge and 
a reasonable chance of success. 

© Measure your success by your whole life, 
not merely by the negative or positive aspects 
of small areas of interest or brief spans of time. 

© Don’t try to push people around and don’t 
let anybody push you around; don’t try to pro- 
gress by pushing others down. 

è Credit other people with the same good 
motives that you possess, and keep the chip off 
your shoulder. 

@ Remembering the corrosive power of 
hates, keep yourself free from resentments and 
“slow burns.” 

© Try at least to like and understand your 
neighbor if you cannot always love him. 

© Be as cheerful as you can under the cir- 
cumstances. 

® When you are annoyed with someone, 
have it out in a frank and friendly manner. 

© Bear in mind that you are neither alone in 
trouble nor even in your own particular brand 
of trouble. 

® Give the other fellow the benefit of the 
doubt as you would like him to give you. 

© Keep as constructively busy as you can. 

è Allow time for fun and recreation. 
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© Laugh often, especially when you really 
want to cry. 

@ Be ready to help those who need help 
more than you do. 

There are no panaceas. There is no simple 
and easy recipe for achieving good mental 
health. There just isn’t any magic formula for 
successful living. There are books that will help 
you, but there is no book that will change your 
life without an effort on your part. There are 
sources of good advice, but no one can live 
your life for you. Help and strength and en- 
couragement can be had from friends and rela- 
tives, from clergy and physicians, and from 
special counselors in mental health, but there 
is no one who can look life in the eye for you, 
except you yourself. 


CHAPTER THREE 


GOOD GRIEF 


WHEN WE THINK of grief, we often think 
only of death, but other losses bring on almost 
identical reactions. People going through a 
divorce experience grief; so do people who 
have lost their health. Grief is also common to 
the aging person. A man in his middle sixties 
facing mandatory retirement may show grief 
reactions. People who have lost a child through 
marriage and now find the house empty may 
experience grief. 


Ten Stages of Grief 


Ten stages of grief are commonly seen by 
doctors, ministers, and others who deal with 
the problem. Everyone goes through some or 
all of these stages whenever he loses anything 
or anyone very important to him. In other 
words, what we are really talking about is good 
grief, normal grief, not abnormal grief. This 
healthy kind of grief, if not carried to extremes, 
can help a person move through an important 
loss with minimum harm to himself, either 
physical or mental. 

The first stage of grief is shock. The person is 
in a sense temporarily anesthetized against the 
overwhelming experience he is facing. This 
state of shock is helpful to him because he does 
not have to comprehend all at once the magni- 
tude of his loss. 

The second stage of grief is emotional re- 

lease. This comes about the time it begins to 
dawn on the person how dreadful his loss is. In 
this stage clergymen are often faced with a par- 
ticular kind of problem. Many people appear 
to have the impression that a person who has a 
mature religious faith should not grieve. When 
people are asked about this, they say, “Well the 
Bible says ‘sorrow not.’ ” They forget that the 
verse goes on to say, “sorrow not, even as oth- 
ers who have no hope.” This is quite a different 
thing. They have confused a stoic attitude 
toward life with religious faith. The clergyman 
has to encourage his people to realize that emo- 
tional release is normal and natural—that there 
are times when we must all give vent to our 
feelings. 
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The third stage is the stage of utter depres- 
sion, loneliness, and a sense of isolation. The 
person feels that there is no help for him. He is 
down in the depths of despair; nothing could be 
so awful as his depression. This too is a normal 
kind of experience. Many people like to con- 
sider themselves being attuned to another's 
needs. This stage of grief is a time when they 
should show their concern. We have not begun 
to use the many volunteers within our 
churches who would be willing to visit with 
grieving people. 

The fourth stage of grief brings physical 
symptoms of distress. The percentage of people 
who come to doctors’ offices because of symp- 
toms closely related to a great loss is very high. 
For example, a man of 45 had been working 
for 15 years for a small company, expecting to 
take it over when the owner retired. He had 
worked diligently, including evenings, Sundays, 
and holidays at no extra pay, to be ready for 
this new responsibility. But when the elderly 
owner retired, his nephew was brought in to 
take over the job. The disappointed man soon 
entered a hospital as a patient with physical evi- 
dences of illness. Many people are in the hos- 
pital because of some loss so great that they 
have not been able to face it. People can be 
helped through this stage most effectively by 
being helped to understand the grief process. 

The fifth stage of grief begins when people 
become panicky. They become convinced that 
there is something wrong with them as persons. 
They begin to feel that because they can con- 
centrate on nothing except their loss, they must 
be losing their minds. For this reason it has 
been suggested that clergymen ought to preach 
a sermon about once a year on the handling of 
grief, so that people may know in advance that 
such panic is normal, natural—that this is 
good grief. They must know that they can ex- 
pect this to happen to them whenever they lose 
anything or anyone who is important to them. 
Then, when they begin to think that this is 
unique, they can recall what their pastor said 
and their panic need not be so great. 

At the sixth stage the person begins to feel 
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guilty about everything related to his loss. We 
have heard much about neurotic guilt in recent 
years. Now we are hearing more about real 
guilt. Some clergymen have been guilty of glos- 
sing over guilt. They have been tempted to 
encourage their people, to reassure them, and 
to say “though your sins be as scarlet, they shall 
be as white as snow.” But no clergyman should 
say this before he gives the person a chance to 
admit his sorrow and his repentance for his 
guilt. When guilt is real, it must be dealt with. 

It is often helpful to seek the advice of a 
clergyman, and to lay all the facts before him. 
Some churches do this through a formal con- 
fessional; virtually all encourage the idea on a 
voluntary basis. Not until he has unburdened 
himself of his guilt, is it possible to give the 
individual the aid he needs. 

Grief’s seventh stage is one of hostility. Now 
the person is beginning to feel a little better. He 
is beginning to come out of his depression and 
to express himself. He is hostile toward people 
he thinks may have contributed to the problem 
he now faces. This may include his doctor or 
his nurses, as well as people he feels respon- 
sible for his loss. Hostility is normal, too. While 
we should not encourage a person to be as hos- 
tile as he can, we must recognize that it is the 
nature of man. What the hostile man is really 
saying is, “They can’t do this to me. Why did 
this have to happen to me? What have I done, 
more than others, to deserve this?” This is a 
natural hostility and has to be dealt with. 

At stage eight the person seems unable to 
return to his usual activities. No matter how 
much he tries to get back to normal, he cannot 
quite do it—something seems to stop him. One 
of the causes of this may be related somewhat 
to our American culture and the way in which 
we handle grief. We make it difficult for people 
to grieve openly in America. Formerly, people 
wore black veils or a black armband, and 
everyone knew they were in mourning. We 
took this into account in the way we dealt with 
them. Today we offer our sympathy once after 
the funeral or after a great loss, and then we 
say, “Let’s get back to business as usual.” So 
the person has to carry his grief all by himself. 

_ For example, a husband and wife were out 
riding with a widow of a year’s duration and 
happened to go by a golf course where the man 
recalled a funny incident that happened in rela- 
tion to the widow's husband. He was about to 
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tell the story but thought, “No, I don’t want to 
open this wound because Martha has been 
getting over it so well. I won’t bring it up.” We 
all tend to make this mistake. 

How much better it would have been if he 
had spontaneously told the funny story and 
Martha would have laughed with him and en- 
joyed it very much. Had he said, “I’m sorry. 
I really shouldn’t have told that,” her reply in 
all probability would have been, “Shouldn’t 
have told it? You don’t know what a wonderful 
lift it gives me to know you still remember 
George. Nobody ever mentions him any- 


-more!” In America we tend to make our 


friends suffer in silence, to carry their burdens 
by themselves. It is essential that we seek to 
minister to the aging person who carries a sense 
of loneliness and isolation all by himself. 

In stage nine we gradually begin to over- 
come our grief. One cannot predict when this 
is going to happen. It may come in a few 
months, or not for a year or two. But little by 
little, if the person is sustained and encouraged 
by those around him, proper emotional balance 
returns. 

At the last stage, we readjust our lives to 
reality. The last stage is not “we are our old 
selves again.” We are never our old selves after 
we have had a great grief experience. We are 
different from what we were before. But we 
believe that we can be stronger people and 
deeper people, and better able to help others 
because of what we have experienced. 

Among people who go through earthshaking 
experiences of grief, those whose religious faith 
was mature and healthy to begin with have 
come through the experience better able to 
help others who face similar tragedies. 

On the other hand, those who have an im- 
mature or childish faith tend to face loss in an 
unhealthy way. They usually never work 
through their grief, and so months, even years, 
later are still fighting battles within themselves 
which the spiritually mature person has been 
able to wrestle with effectively. 

Obviously, people of mature faith do not just 
suddenly acquire it when they need it. Like 
athletes who must stay in training, maturely 
religious people are always in training for what- 
ever may come at anytime, When grief assails 
them, they are ready for it. It is just one of the 
many problems they have learned to wrestle 
with creatively. 


CHAPTER FOUR 


UNDERSTANDING YOUR CHILDREN 


PARENTS have been rearing children for so 
long that it would seem there could not pos- 
sibly be any more problems in child manage- 
ment. It would seem that grandparents, teach- 
ers, doctors, psychologists, and others would 
know exactly what to tell parents to do with 
their children to help them grow up to be per- 
fectly behaved, hard working, happy adults 
who obey the laws and get along with their 
fellow men. 

Somehow the job isn’t quite that simple. As 
most parents know, while plenty of advice is 
available to them about child rearing, too often 
this advice is confusing and conflicting. One 
grandparent says “be strict” and another says 
“Jet the child have his way.” And, to make mat- 
ters worse, a newspaper or magazine article 
advocates a third course of action. 

It is no wonder that many parents are con- 
fused and lack confidence in their qualifica- 
tions and ability to rear their youngsters suc- 
cessfully. Too often parents feel that there is 
only one right way to raise their child. The 
likely to feel that bringing up a child is li 
building a house or working a jigsaw puzzle: 
Accordingly, they may look diligently for the 
correct set of plans or strive to make each piece 
fit into a proper place. When the plans or pieces 
cannot be found, such parents become anxious 
and discouraged. This state of mind often inter- 
feres with the enjoyment of their children, and, 
consequently, keeps child-rearing from being 
the rewarding task it can be. 

The purpose of this chapter is not to furnish 
easy answers for such everyday questions as 
“What can I do to make my child mind?” or 
“How can I teach Susie good manners?” or 
“How can I make two-year-old Johnny share 
his toys with his friends and neighbors?” or 
“What makes my child so fidgety?” Rather, 
the purpose is to help parents overcome some 
of their uncertainties and worries and to give 


them—in general terms—information about 
child rearing and management. 

Parents should be reassured by the fact that 
no single mistake is fatal. On the other hand, 
they must recognize that continued disregard 
of proper principles can cause serious later 
problems. The most important single principle 
is that everything must be done for the child in 
a spirit and an atmosphere of love, accept- 
ance, and understanding. The emphasis on 
proper child management is not on naughty 
children, but on good children who sometimes 
do naughty things. 


What to Expect 


Happy is the parent who knows what to ex- 

pect of his child for he shall less often be 
annoyed, puzzled, and disappointed. Under- 
standably, parents become confused, anxious, 
defeated or worn out by their 18-month-old 
who is wetting his pants, their 2-year-old who 
is saying “no” to everything, their 21/,-year old 
who can’t make up his mind, their 4-year-old 
who hits and bites, or their 13-year-old who 1s 
moody and goes to his room and locks his door. 
But they can tolerate, if not enjoy, such behav- 
ior if they realize that it is normal for the child 
at his particular age. 
Parents feel better when they realize that the 
ild’s journey from helpless infancy to one of 
sponsible adulthood takes 18 to 21 years. It 
takes a long time for his muscles and coordina- 
tipn to mature sufficiently for him to walk or 
ite his name. It takes a longer time for him 
to get control of the necessary parts of his 
nervous system so that he can take disappoint- 
ment without crying, learn to respect the rights 
of others, or concentrate on what the teacher 
is saying to him in school. 

No parent needs to carry in his hand a refer- 
ence book on child development which will 
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tell him what to expect of a particular child at 
a particular age in a particular situation. Never- 
theless, it does help parents if they know some- 
thing about the child they are dealing with. The 
mother with her first child and with little pre- 
vious knowledge of child development and 
child rearing can hardly be expected to know 
how children grow. But this knowledge is not 
difficult to acquire, especially when taken grad- 
ually in small doses from one’s family physician 
or pediatrician or from one of several readily 
available and readable books. 

Parents may be helped when considering any 
typical behavior problem by realizing that all 
children behave that way some of the time, but 
none do all the time. However, parents should 
not assume that the unpleasant characteristics 
appearing at various ages are necessarily ap- 
proved of or that nothing should be done about 
them. 

Children learn by patient, repetitious guid- 
ance and discipline. Parents must learn to 
handle unacceptable behavior until children 
can grow up sufficiently to behave the way 
their parents would like them to. 


Behavior Patterns 


The following paragraphs outline briefly the 
age periods and the general character of child- 
hood behavior in each. It should be remem- 
bered at all times that these behavior patterns 
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do not appear according to a hard and fast 
schedule, and that one phase merges into an- 
other gradually. Perhaps most important of all 
is the constant realization that children differ, 
and that each child must be considered in the 
framework of his own personality and his own 
growth pattern. 

The first three months of a baby’s life, espe- 
cially the first one, are seldom smooth. Be- 
havior difficulties during this time include ex- 
cessive crying, spitting up, getting day and 
night mixed up, waking up at all hours of the 
night for feedings, and crying even when there 
doesn’t seem to be anything to cry about. 

From 9 to 12 months some parents are dis- 
turbed, but need not be, when the baby’s appe- 
tite falls off, when he becomes afraid of grand- 

other and other strangers, and when he is 
messy and throws everything out of the high 
chair or bed onto the floor. 

Between 18 and 30 months the child often 
still wets. He can’t be reasoned .with; he says 
“no” to almost everything. He often eats 
poorly. He may be a perfectionist and want 
everything just so. He may have a tantrum 
when he doesn’t get his way. 

At two-and-a-half years he is apt to say 
“yes” and then “no.” This can be one of the 
most difficult and exasperating ages. But un- 
derstanding his characteristics, abilities, and 
limitations helps to make him more interesting 
and enjoyable. The “no” stage gives way to a 
stage of uncertainty and indecision on the part 
of the child. He wants to have his cake and eat 
it too. He simply can’t make up his mind. You 
may have a struggle getting him into the bath- 
tub and then you have an equally hard struggle 
getting him out again. He wants to put on his 
coat and go outdoors, but as soon as you get 
him bundled up, he decides he wants to stay in 
the house. By the time you get his clothes off 
again, he may simply sit down on the floor and 
cry, saying, “I don’t want to do anything.” 

Parents can often work around him and 
avoid head-on clashes. Directions should be 
simplified and he shouldn’t be asked for a deci- 
sion. Instead, invitational words should be used 
such as “Let’s eat lunch now” or “How about a 
walk?” or questions such as “Where did it go?” 
or “How can we do this?” 

The two-and-a-half-year old may stutter. Do 
not call attention to it or you may make it 
worse. (See Chapter Five of this Part.) The 
mind of this age child can work faster than his 
tongue. Don’t worry, the mind and mouth will 
usually get together eventually and he should 
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learn to speak as well as you—but no better, if 
your own speech is careless. In managing a 
two-and-a-half year old, parental patience is 
essential. It is true your patience will wear thin, 
but you can be encouraged by the fact that as 
he approaches three he will become a much 
more pleasant child to live with and manage. 

At three he may be eager to please and bet- 
ter able to do so. He will be more able to profit 
by experience, to share, take turns, and make 
some decisions. 

The four-year-old may present some difficult 
behavior patterns, characterized by hitting, 
biting, throwing rocks or breaking toys, and 
running away. He is apt to be angry one min- 
ute and laugh the next. He may pick up words 
and take delight in using them. He may 
threaten his mother with such statements as “I 
hate you” or “I’m going to get a cannon gun 
and shoot you.” Because he is out of bounds in 
all directions, the management of the four- 
year-old is dependent upon firm discipline. 
Limits must be set; lines drawn and adhered to. 

Five seems to be a much better age, as par- 
ents observe with a sigh—but it doesn’t last. 
The six-year-old child has to make the some- 
times difficult adjustment of starting to school. 
Often he seems to be in constant emotional 
conflict with himself. At that age he seems to 
“have to be right” and he seems to “have to 
win.” Parents are often distressed but should 
not be surprised if he sometimes tells lies, 
cheats, or steals. Explain desirable behavior. 
Be patient. He needs your approval very much, 
your understanding, praise, and encourage- 
ment. If you or the school push too hard or ex- 
pect too much, he may become tense and ner- 
vous and develop such physical symptoms as 
stomachache, headache, and fatigue. 

The eight-year-old tends to be exuberant, 
expansive, and cocky. He is apt to be sloppy, to 
lose things, to have bad table manners. He 
may tackle things with great eagerness but fail 
to finish them—and he may be upset over his 
failure. At this age most children are eager and 
friendly. They are more able to accept moder- 
ate responsibilities and they want to do well. 
However, much praise and encouragement 
from adults are needed, as are reasonable ex- 
planations. The child at this age doesn’t want 
you to talk down to him. It is particularly 
important for you to protect him from under- 
taking overly difficult tasks and to avoid exces- 
sive criticism when he fails at something. 

Ten years is a more comfortable age, though 

some children may develop emotional prob- 
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lems at this time. Parents of a 10-year-old are 
often able to feel relaxed and successful be- 
cause they have such a “nice child.” Children 
at this age actually try to be good. The parents 
are still law, but the child is flexible and doesn’t 
take things too seriously. Perhaps never again 
will parents be so completely accepted. It is 
particularly important for parents—especially 
busy fathers—to do things with their children 
at this age rather than to wait until the child is 
“more interesting and a little older.” It is not 
going to be very long before the child has inter- 
est and concern only for those of his own age, 
with little time for his parents and less interest 
in what they are doing or in doing things with 
them. 

The 11-year-old is apt to be rude, argumen- 
tative, and overanxious. He may sulk around 
the house and complain that he doesn’t have 
anything to do. He may quarrel more with his 
brothers and sisters and get “fed up” with his 
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chores around the house. This age has been 
called the pre-adolescent period. Children at 
this time begin to “spread out” and girls begin 
to mature physically in preparation for men- 
struation—in fact, some will menstruate at 
eleven or even younger. Children may worry 
because they are taller, skinnier, fatter, or 
shorter than some of their classmates. 

Since children do not usually like to be dif- 
ferent, it is important for pre-adolescent young- 
sters to have some knowledge of growth and 
development and, more specifically, a great 
deal of information about sex. (See Part II, 
Chapter Six) 

The 13-year-old may at times be withdrawn 
and moody. A girl nearly always wants a room 
to herself. And don’t be alarmed if she goes 
there and locks the door. At this age children 
may worry about popularity, school, money, 
and the future, Advice on dealing with children 
at this age cannot be given simply and in a few 
words. Parents should be available if their chil- 
dren want to talk things over, but they should 
not pry. Give praise when you can and, when 
you have to correct, don’t overdo it and try to 
pay some compliment at the same time. 

The 14-year-old who seems to be more 
friendly and joyous and straightforward, may 
become sullen, restless, and exasperating by 
15. At this age young people seem to be fur- 
thest away from their parents and may even 
separate themselves from the family circle. 
They may enter the house and go directly to 
their rooms without a greeting, or may sit in 
the same room with parents without noticing 
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them at all. Attracting the other sex is partic- 
ularly on their minds at this age. Parents need 
to show trust and confidence in their young- 
sters, but at the same time they should know 
where they are and with whom they are going 
out. “Going all the way” in sex relationships 
may take place if supervision is completely ab- 
sent. Pregnancy in high school girls is increas- 
ingly common. 

At 16 many youngsters are apt to be happy, 
friendly, good tempered, and self-assured. 
They are more likely to take parents into their 
confidence, sometimes even discussing their 
friends of the opposite sex, their plans for the 
future, and so on. They show more pride in 
their parents and admiration of mother’s good 
looks, dad’s hard work, and other accomplish- 
ments. Although youngsters themselves may 
occasionally show “thorny behavior,” usually 
such behavior is short-lasting and handled in a 
more mature way. Some 16-year-olds, how- 
ever, are difficult to handle and insist on privi- 
leges for which they are insufficiently mature. 

It cannot be overemphasized that parents 
should remember that the stages of develop- 
ment are not cut-and-dried. Stages may appear 
either earlier or later than in the typical pat- 
terns presented. Most children will display a 
mixture of patterns, at times shifting tempo- 
rarily to a behavior typical of the preceding or 
later period. 

Persistent abnormal behavior at any age, 
whether it is severe colic in infancy, unusually 
hostile behavior in a four-year-old, or ex- 
tremely withdrawn behavior or moodiness dur- 
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ing adolescence, may signal the need for help 
from your family physician. Don’t be afraid 
to get professional advice and counsel when 
your common sense tells you it is needed. 


Children Are Different 


As already indicated, even though parents 
can learn a great deal about what to expect of 
children at a particular age, they still need to 
remember that their own particular child is 
different from every other child who was ever 
born. Each child is unique. What he is at a 
given moment depends on many, many things 
including the traits he has inherited from his 
parents and his grandparents, his greatgrand- 
parents and their grandparents before them. 
Some children are born to be tall and slender, 
others to be short and stocky. Some are born to 
be placid and sedate, others to be active and 
“into things.” Each child is born with a differ- 
ent type of intellectual endowment. The son 
of a famous author and writer may be a slow 
reader and the son of a mathematical genius 
may not have a head for figures. The 200- 
pound fullback’s son may “take after” a great 
uncle who is small and weighs only 130 
pounds, soaking wet. 

Children’s general physical make-up differs 
from child to child. One child may have a slight 
defect in his vision and another may have a 
mild hearing problem. Some children inherit a 
tendency to allergy and have more colds and 
infections than others. Whether or not a child 
has been sick and has to go to the doctor 
frequently for injections or other treatments 
may influence his reactions to strangers. Some 
children who do not feel well may “misbe- 
have.” This may get them into trouble some- 
times, especially if the cause has not been de- 
tected. Any child who is presenting behavior 
problems of any type should have a careful 
medical examination to make sure he is not 
physically ill or has an unnoticed physical 
defect. 

The child’s situation in the family has a 
considerable influence on his life and his be- 
havior. Often we expect more of our first child 
than we do of later children. As other young- 
sters come along many parents realize that 
often thay have been too tense with their first 
ones. Jealousy of a baby brother or sister may 
profoundly upset some youngsters. Younger 
children, on the other hand, may have difficulty 

keeping up with an older child in the family, 
especially if the latter has been outstanding in 
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studies, athletics, or popularity. Family crises, 
including death, divorce, sickness of parents, 
financial problems, moving, all require adapta- 
tions and adjustments by the child, and all of 
these things influence the child’s behavior. 


Emotional Crises of Childhood 


Every child faces certain stresses, crises, or 
threats. They are the lot of every child by 
virtue of the fact that he is a human being living 
among other human beings, and in a society 
that generates dangers and threats of dangers. 
How the child meets these threats or stresses in 
large part determines how the child’s person- 
ality develops and how he solves the problems 
that he will face at various stages of his growth. 

It is extremely important in the development 
of the child’s personality at what age these 
crises or stresses impinge upon him. If they 
occur before the age of 5, their effect is much 
greater and differs in quality than if they occur 
at the age of 5 or 6, or at 9 or 10. Needless to 
say however, at whatever age they occur they 
will have a tremendous effect upon all the 
child’s later attempts at learning. 

The most important stress or threat to the 
child that can arise in his early childhood is 
that of abandonment, desertion, or isolation. 
This—as with the other stresses that follow— 
can be either a real threat or it can be a fantasy 
conceived by the child as a result of circum- 
stances in his family group or the attitudes of 
people toward one another or toward him. 

A very important threat in early childhood 
and extending into the school-age period is 
the threat of mutilation. The child may fear 
disfigurement by disease, injury, operation—or 
even the removal of organs. 

At numerous times during childhood, up to 
and through adolescence, most children are 
troubled by death. The child fears his own 
death or that of his parents or others essential 
to his: security and well-being. Sometimes his 
death fears concern others, especially brothers 
or sisters, who constitute rivals to him for the 
attention and affection of his parents. 

A recurrent threat to the child is the threat of 
deprivation. This does not necessarily mean 
that he fears total loss of everything he and his 
family own. It does not mean either that the 
threat of deprivation is real, for it may be en- 
tirely a fantasy built by the child upon some 
misinterpretation of the attitudes of persons 10 
his world. The sense of deprivation most prob- 
ably will be a comparative one. The child will 
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feel he is not given the same amount of love 
and attention as his brothers or sisters, or that 
he is not given the same amount of food or 
clothing as they or other children. Or he may 
feel deprived in respect to the toys other chil- 
dren around him receive. 

By the time the child is in the middle of the 
school-age period he is acutely aware of the 
effects of disease and the possibility that he 
may become a victim of disease. He notes the 
occurrence of acute and chronic diseases and 
their effect on children in his own group. With 
these observations he realizes that such disas- 
ters may be visited upon him. Similar to this 
fear is that of physical or mental disability. This 
threat develops as the child begins to compare 
his own capabilities and talents with those of 
other children about him. He soon learns that 
children of his own age have a wide range of 
physical abilities and physical powers. In 
school he learns that there is also a wide diver- 
gence of intellectual powers and attainments 
among children of the same group. Such com- 
parisons many times lead the child to develop 
anxieties about his own physical or mental 
capabilities. 

During the school-age period and thereafter, 
the child faces the ever present threat of defeat 
or loss of prestige. This again involves an esti- 
mate of himself, or a comparison between his 


THT EEE, | 
if OR 


y 


209 


own and the accomplishments and acts of oth- 
ers in his age group. Finally, the child always 
faces the possibility of disgrace. He is acutely 
aware of this possibility as he struggles to over- 
come impulses that may result in his breaking 
his group’s or society’s moral code. 

The above paragraphs summarize in brief 
form some of the important crises in child de- 
velopment. Many of these stresses occur from 
time to time in spite of the parents’ best at- 
tempts to see that they do not. Knowing that 
they do and probably will occur, parents may 
then be on the alert for their possible emer- 
gence and do their best to modify their effects. 
Parents can accomplish this best by endeavor- 
ing to present the child with a renewed sense of 
security and trust in them, and by placing re- 
newed emphasis on the worth and basic good- 
ness of the child himself. 


Personality Growth 


Each school-age child must face and solve 
certain milestones in personality growth. The 
child will meet them between the time he is 
about 5 years old to the beginning of adoles- 
cence at 12. 

First in order—and of extreme importance 
—is the child’s ability to withstand a separa- 
tion from the parents (particularly from 
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mother). It is to be expected that children 
meet this problem in graduated steps from 
early preschool years onward. At first they are 
usually left with relatives and for short periods 
of time. Also they usually remain at home and 
are in familiar surroundings. 

A further step in this growth process is being 
left with persons who are not family members 
and for longer periods of time, but still remain- 
ing in the home. Most children can take these 
increased lengths of separation without feeling 
anxiety or distress if they are with persons they 
know and trust. The important point for par- 
ents to emphasize is that they will return at a 
stated time, such as before supper, before bed 
time, or while he is asleep. The parents should 
be faithful in carrying out their promises. 

The real test as to whether the child can be 
satisfactorily separated from his parents comes 
when he starts school. Here the child leaves 
both his mother and his home. Also he has to 
accept both a new authority and forced asso- 
ciation with children who are strangers to him. 
Fortunately for the child, his parents and his 
preschool playmates have almost certainly 
made him aware that this experience is coming, 
that it has been faced without harm by other 
children before him, and that he has little to 
fear. He should certainly be told how he will 
enjoy school experiences, how much he will 
learn, and how proud his parents will be when 
he goes to school. 

There is one possible aspect of separation 
fear of which many parents are unaware. Most 
parents go to great lengths to allay any fears 
that the child may have relative to what may 
happen to him in school. But they fail to as- 
sure the child that everything and everybody 
will be all right at home while he is in school. 
Some children with mild or severe anxieties 
may worry most as to what possible dangers 
might beset mother or younger brothers or 
sisters at home. Parents can alleviate this anx- 
iety by quiet, sincere, but definite reassurance 
as to their own safety (and lack of loneliness ) 
when the child leaves them. 

A major task of the school-age child is to 
learn to control and sublimate his aggressive 
drives. Generally, control of the child’s aggres- 
sive drives develops by steps or stages whereby 
he gradually impersonalizes these drives. These 
drives were initially person-directed—that is, 
toward frustrating individuals or even toward 
himself—but now they must slowly but defi- 
nitely be modified in both aim and object. Soon 

they are directed toward things and objects, 
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and eventually toward ideas and ideologies 
which are a justifiable target for the child’s 
hostility. Finally these drives have as their end 
the child’s desire for mastery of both himself 
and his environment. 

Closely allied to the control of aggressive 
and destructive impulses is the child’s task of 
socialization. This refers to the ability of the 
child to get along with other children of his own 
age, to enjoy their presence, and to gain satis- 
faction from cooperating or competing with 
them in the usual childhood games and activ- 
ities. The child must acquire certain personality 
characteristics to make this socialization effec- 
tive—or to make it possible at all. 

In the first place he must develop the willing- 
ness to share—share enjoyments with others 
and share playthings and toys. Much of this 
ability to share is established in the child at 
home with his brothers and sisters. That is, it 
is established if parental guidance and insis- 
tence have made this type of behavior the only 
type that is acceptable to them. 

Secondly, the socialization of the child can 
really begin—or be expanded and enriched— 
only after the child has learned that in the long 
run his greatest satisfactions in play will come 
if he understands the need to follow rules. He 
must learn that alteration of rules for his own 
benefit will only result in spoiling his fun. 

Both the home and the community can help 
in teaching socialization by providing group 
activities. Clubs, recreation areas, cub scouts, 
and the like—should be supervised so as to 
ensure a child’s acceptance, his desired and 
deserved participation, and his protection. 

The fourth major task that confronts the 
school-age child is to develop the drive and the 
essential habits for learning. The motivation 
to learn, the joy in the satisfaction of curiosity, 
competence in learning—plus the freedom to 
achieve in competition with other children of 
his own age level—constitute a very complex 
bit of behavior. These complexities still baffle 
experts in education and child psychology. 

However, we do know that parental attitudes 
both toward learning and toward education 
itseli—and parental attitudes toward their own 
child as one who is able to learn—are very im- 
portant in establishing the child’s attitude to- 
ward schoolwork. They establish within the 
child a feeling of competence and an assurance 
of his ability to learn. Expressed negative atti- 
tudes toward learning or the child’s learning 
ability will hinder the child’s attempts to de- 
velop habits that are so necessary in learning. 


CHAPTER FIVE 


BAD HABITS IN GOOD CHILDREN 


PARENTS WILL MAKE few mistakes if they 
realize that children are almost never either 
“good” or “bad.” Any child may at times be 
fidgety, nervous, disorderly, hostile, mean, 
bullying, inattentive, daydreaming, or exces- 
sively timid. Although there is rarely a single 
cause which can explain anything so complex 
as a child’s behavior, anyone dealing with chil- 
dren must be willing to seek and understand 
the reasons behind it. 

Parents have every reason to be somewhat 
confused about discipline since so many “ex- 
perts” in the past generation have proffered 
different or conflicting advice. One group who 
held sway for a while preached the old philos- 
ophy of “spare the rod and spoil the child.” 
Then along came another group who seemed to 
say the opposite. These experts would have 
parents feel that they should be very “permis- 
sive” and should rarely keep children from 
doing anything that they want to do. 

More recently, experts in child care have 
tended to follow a more sensible, middle-of- 
the-road approach which encourages love and 
affection and, at the same time, maintains 
reasonable discipline and respect for authority. 
It is this philosophy that governs the following 
advice on meeting certain common problems 
of child behavior 


Feeding and Bowel Problems 


When Bobby was a month old his mother 
complained that he was constipated. His bow- 
els moved only once daily, and at times he 
would even miss his daily evacuation but for 
the help furnished by the mother. As a rule the 
baby was given a suppository, and if this did 
not produce results, a laxative of some sort was 
used, 

Her physician advised that there was little 
harm in letting an infant miss one or even two 
days since the baby ate only liquids and there 
might not be enough stool to afford the stim- 
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ulus necessary to produce an evacuation. The 
mother, however, had read books and pamph- 
lets on infant care, and she insisted that her 
boy’s bowels must move twice—or at least once 
—every day. If this did not occur voluntarily, 
she would use force. 

Eventually, the mother was prevailed on to 
offer the boy a chance for intestinal indepen- 
dence. The agreement was based on physio- 
logic principles which, the young mother 
readily admitted, sounded plausible. 

Some babies go through a period of what is 
often taken for constipation. The stool repre- 
sents the residue of undigested food and a 
certain portion of intestinal secretion. By a 
series of muscle contractions in the walls of the 
intestines, this mass of unused material is 
moved slowly down to the rectum. In this area 
the bulk ultimately sets up a stimulus to the 
muscles guarding the opening of the rectum, 
the anal sphincter, and by the aid of contrac- 
tion of the abdominal muscles the stool is 
finally propelled outward. It becomes clear 
therefore that bowel evacuation is a complex 
physiologic mechanism involving the presence 
of residue, the contraction of muscles, and the 
production and transmission of nerve stimuli. 

The young infant’s diet consists mainly of 
milk—an almost completely digestible food 
with little residue. This is particularly true of 
breast (human) milk. The intestinal secretions 
are small in amount and the intestinal muscles 
are thin and comparatively feeble in their con- 
tractions. The nerve endings are not fully ma- 
ture and are therefore slow in transmitting im- 
pulses. Thus it is illogical to assume that when 
an infant does not have a bowel movement 
every day he is constipated. Constipation is 
rare in older babies. When it does occur it may 
be the result of indiscriminate use of laxatives, 
suppositories, and enemas, but such cases 
should be investigated by a physician to be sure 
there is no organic cause for the difficulty. 

Bobby, at the age of six months, appeared to 
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enjoy the tumult produced by his constipation, 
and so he cultivated it to the point where he 
would rather suffer than give it up. It took a 
complete change of attitude from obsession to 
indifference on the part of his mother to correct 
this pernicious habit of “holding back” the 
stool in order to command sympathy and at- 
tention. By means of a sound feeding regimen 
and discontinuation of cathartics and other 
uncalled-for procedures, the problem was 
solved. At the age of eight months, Bobby had 
his “natural movement.” 

His mothers’s satisfaction, alas, was of short 
duration. Those who deal with the vagaries of 
childhood are often impressed with the tend- 
ency of one undesirable habit to follow another. 

At nine months, Bobby’s mother began to 
complain, “He eats like a bird; I don’t know 
what he lives on.” Up to this time Bobby’s 
record had shown no complaints about his 
eating habits, with the exception of one remark 
when he was seven months old that he did not 
relish string beans and refused mashed carrots. 


Many healthy infants begin to be more par- 
ticular about foods around eight or nine months 
of age. As growth slows down, less calories per 
pound of body weight are needed. Mothers 
who are unaware of this natural course of 
events often begin forcing food. The baby 
senses her concern at mealtime and, being hu- 
man, resents her tactics and begins to refuse 
certain foods, usually vegetables. Mealtime, in- 
stead of being pleasant, then becomes a battle 
and it affords him no small degree of success 
in matching his wits against those whom he can 
so easily defeat emotionally. 

However, few children extend their fast to 
the point of appreciable loss in weight. A child 
who loses weight through not eating demands 
careful investigation; it is not merely a bad 
eating habit. Persistent refusal of food accom- 


panied by a loss in weight indicates a departure 
from health. 


Vomiting 

It does not take much for a child to vomit. 
Practically every infant goes through a stage 
when spitting up or regurgitation occurs with 
great frequency. The recumbent position of the 
child, the nearness of the stomach to the 
mouth, and the shape of the stomach itself offer 
a condition which makes vomiting easy. At 
times, particularly when the stomach is over- 
full, the excess simply runs out. By the time the 
baby is several months old he has had ample 
experience in giving back food. It is therefore 
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not uncommon to find youngsters who utilize 
vomiting as a weapon wherewith to muster all 
the attention available. 

Furthermore, the nervous system of the 
young child is rather immature, and it needs but 
a small stimulus to induce expulsion of the 
stomach’s contents. Every mother is acquainted 
with the frequency of vomiting as the initial 
symptom of almost any acute disease of child- 
hood. Upper respiratory infections (colds), 
tonsillitis, and of course intestinal upsets, food 
poisoning, dysentry, and other forms of acute 
infection in the intestinal tract are usually 
ushered in with vomiting. 

Repeated forceful (projectile) vomiting 
with loss of weight and constipation, usually 
accompanied by visible waves of muscular con- 
traction in the abdomen, may indicate an ob- 
struction at the end of the stomach in the young 
infant; it requires immediate attention. 

Babies who spit up a lot (regurgitate) may 
have a condition called chalasia of the esopha- 
gus (food passage from mouth to stomach). 
Here the trouble is found in the circular valve 
at the upper end of the stomach. This valve is 
weak and does not close off tightly when the 
stomach is full, resulting in regurgitation of the 
Stomach contents at frequent intervals. Al- 
though these babies are not pleasant to have 
around, only rarely does this condition inter- 
fere with nutrition, and the infant grows out of 
it around 9-12 months of age. 


Bap HABITS IN GOOD CHILDREN 
Rumination 


Among the serious habits occasionally en- 
countered in babies is rumination. The habit 
usually starts around the fourth month of 
infancy and may accompany or follow a 
period of vomiting due to some abnormal 
condition of the stomach. It occurs most often 
in poorly nourished, unhappy babies. 

Ruminating begins within a few minutes 
after feeding, when the baby proceeds to suck 
his fingers. By inserting the fingers further into 
the back of the mouth and throat, gagging and 
vomiting result. Usually this is done after 
each meal, and the infant seems to enjoy the 
procedure. Prolonged indulgence in this habit 
may lead to severe malnutrition and unless 
vigorous control is exercised, serious conse- 
quences may follow. 

Rumination should not, be confused with 
regurgitation. Most young babies regurgitate 
or spit up a small part of their feeding and this 
does no harm. 

While early in the course of this condition 
the habit may be corrected with comparative 
ease, later corrective methods become ex- 
tremely difficult, involving not only careful 
medical supervision but some type of restraint. 

Since the bringing up of the food involves 
fist or finger sucking as the first prerequisite to 
the mechanism, it becomes evident that any 
attempt to stop rumination must include re- 
straint of the hands. In the infant this is not 
difficult. A stiff cardboard splinted at the elbow 
is usually all that is necessary to prevent 
sucking of fingers. Attention must be paid to 
the psychological factors in each case. Many of 
these babies are asking for more attention, 
more love and affection. 


Dirt Eating 


Dirt eating, or pica, is another bad habit 
sometimes encountered in good babies. The 
word “pica” comes from the Latin and refers 
to a bird that eats everything unfit for food—a 
magpie. 

Among young children the habit of putting 
everything in the mouth is well known. The 
reason for this is that in infancy the mouth is 
the main organ of tactile (touch) sensing. As 
the child grows and learns to rely on other 
means of mental communication, the hand-to- 
mouth method of judgment diminishes, and by 
the time the first year is ended the mouth is 
largely abandoned as a tactile organ. In some 
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mild degree, however, the habit of placing 
things in the mouth persists among many chil- 
dren and even some adults. 

Dirt eating among children is a different 
matter. It is not only a bad habit, but a habit 
which at times may lead to serious conse- 
quences. There are many cases on record of 
children being poisoned through this indul- 
gence. Pica involves more than mere ingestion 
of earthy matter. It implies the swallowing 
of all things unfit to eat. Aside from being 
repulsive, the repeated swallowing of hair and 
other indigestible objects not infrequently 
causes actual obstruction of the stomach or the 
intestines. Reports have been made of numer- 
ous cases of lead poisoning in children who ate 
paint chips off household furniture and wood- 
work. An example of pica is a three-year-old 
girl with intestinal obstruction caused by eating 
mud pies. 

While many little dirt eaters are not partic- 
ular about the nature of the dirt they may im- 
bibe, others are quite exacting in their taste. 
Thus one baby nibbles at each object within 
reach, whereas another limits his attack to the 
geranium pot and will not touch the dirt in the 
adjacent fernery. 

Physicians are agreed on the type of child 
susceptible to pica. Generally speaking, the 
condition is found in physically deprived chil- 
dren. Youngsters reared in the inner city slums, 
in the midst of poverty and filthy living condi- 
tions, are more commonly seen with this habit. 
Malnutrition in this group frequently occurs. 
Practically all of them have poor color and 
present other indications of anemia in mild or 
severe form. Many present a history of stomach 
or bowel disturbances. They are practically al- 
ways an oversensitive, unhappy lot. 

It was once thought, and with some justifica- 
tion, that dirt eating was brought about by 
mineral deficiencies in the child’s diet. While 
there are undoubtedly many children who suf- 
fer from shortage of certain essential elements, 
dirt eating is now generally recognized as a bad 
habit based on a perversion of the normal 
appetite. 

‘As in all undesirable childhood behavior, 
prevention is the best cure. Any tendency on 
the part of the infant to indulge in pica is best 
stopped early by using effective disciplinary 
measures. Most babies who eat everything that 
is not food simply do not know any better. 
Time and experience will teach them food dis- 


crimination. 
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Obviously any child who is given to indulg- 
ing in pica needs a thorough physical examina- 
tion. Whether malnutrition is the cause or the 
result of this perversion of appetite is merely of 
academic interest. Practically all reports indi- 
cate that improvement in the nutritional state 
of the child is invariably accompanied by cor- 
responding reduction in the practice. 


Crying 
During the early days of a baby’s life, his 
wants are limited to basic needs: food, water, 
a comfortable bed, dry clothing, and other fac- 
tors that contribute to his ease. If he is unsat- 
isfied with his status, crying usually brings a 
change for the better. As he grows, life be- 
comes more complex, and his desires begin to 
branch out. Gradually he becomes conscious of 
things about him. He is no longer satisfied with 
mere physical comforts. He begins to demand 
attention. But he cannot say just what is on his 
mind—he has neither the words nor even the 
image of his desires. He simply cries on the 
chance that someone may understand his so- 
cial needs in the same way they did his physical 
requirements. 
The mother who can recognize a legitimate 
cry seldom has to contend with crying as a 
problem. The normal infant quickly senses the 
limitations of crying as a means of ruling those 
about him. In contrast to this type of mother 
is the one who rushes to the crib alarmed and 
wondering what can be the cause of the tears. 
She suspects hunger in spite of a steady gain in 
weight. She suspects colic even though there 
are no gastrointestinal upsets. She suspects 
every illness it is possible for a child to have, in 
spite of the fact that a sick baby seldom cries 
loudly and practically never cries long. 
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She picks the baby up. He has won a victory 
and stops crying. He is put back in his crib, and 
the crying starts again and keeps up until the 
whole household—including baby—is ex- 
hausted. He falls asleep, but is too tired to rest 
for any length of time. Crying is soon resumed, 
only more vigorously after the rest. 

Why do some babies cry all night and com- 
paratively little during the day? The answer is 
simple. During the day the baby receives all the 
attention he wants and probably a good deal 
more than he needs. He feels that those who 
treasure him are close to him, are conscious of 
him in their waking hours. He knows that he 
receives ample attention even though he is 
asleep. 

Normally, a baby does not cry when he has 
all that he wants. But at night, when his parents 
are asleep, he feels less sure of his status. So he 
utilitizes the technique he acquired early in 
infancy—crying—and it usually brings results. 

Psychologists have learned that in babies the 
making of sounds is associated with the move- 
ment of arms, hands, legs, and feet. During the 
crying spell a baby will throw his arms in all 
directions and kick his feet. Is it not strange 
then, that as the child reaches the age when 
crying is considered “baby-like” or “‘sissy- 
like,” that the crying habit simply changes to 
bullying, pugnacity, or destructiveness. The 
original habit pattern for commanding atten- 
tion is merely taking on a new form. 

Parents faced with the crying habit must 
come to understand its underlying principles. 
Realizing that a continuous loud cry in a 
healthy baby is a demand for oversolicitude, 
they must quietly and tactfully—yet with de- 
termination—adopt the attitude that their child 
must simply learn to respect the comforts of the 
other members of the household. It takes but 
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a few nights of judicious indifference to let the 
baby know you're on to him. 


Thumb Sucking 


Practically every baby is a potential thumb 
sucker. Indeed one seldom sees a young infant 
who at one time or another does not put his 
thumb in his mouth. Until the age of six weeks 
or two months the infant is not aware of his 
thumb. He does not recognize it as a part of his 
own body. 

Gradually, after much gazing at the fingers 
on his hand, he ventures to find out something 
of the nature of these objects by sticking them 
in his mouth. Anatomically, in early infancy 
the four fingers of the hand move as a unit; the 
thumb is the only independent member of the 
hand. It is naturally easier to put the thumb in 
asmall mouth than it is to insert the whole fist. 
Some babies, however, do even that. 

Psychologically as well as physiologically, 
the mouth is a highly important part of the 
body. The importance lies in the fact that the 
mouth affords pleasure from the moment life 
begins. Through the mouth the infant takes 
food to appease his hunger and water to 
quench his thirst. As he grows, he is gratified 
to hear his own cooing or crying or babbling 
sounds. What is of particular significance is a 
mucous membrane on the lips which possesses 
highly specialized and sensitive nerve endings, 
stimulation of which produces pleasurable 
sensations. 

In the adult, this zone is associated with sex- 
ual feeling and some parents relate the inno- 
cent pleasure of thumb sucking to unnatural 
sexual activity. The gravity with which such 
parents view thumb sucking usually makes 
them overanxious and their overanxiety gives 
their child an effective method for attaining 
attention. 

Not infrequently, vigorous restraints on 
thumb sucking bring about lip sucking. The 
baby simply uses his upper or lower lip to exert 
suction pressure with his cheeks. Interestingly, 
We often encounter mothers who though 
shocked at the thumb sucking habit, do not 

‘hesitate to give the baby a pacifier or a teething 
ring which serves the same purpose. 

In the opinion of most pediatricians, the 
deforming results accruing from thumb suck- 
ing have been unduly exaggerated except in 
extreme cases. It is true that when the habit is 
persistent and of long duration, an outward 
displacement of the teeth and a pushing out of 
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the upper lip may take place. However, in the 
majority of cases if the parents approach the 
problem sensibly, the habit is soon abandoned. 
Simple diversion of the child’s interest through 
suitable toys or play will usually accomplish 
more in the way of prevention than any 
restraining method in existence. 

Pediatricians formerly recommended that 
arm cuffs be used to prevent the child from 
sucking. This is no longer considered good 
practice. Generally speaking, few babies would 
be afflicted with this habit if mothers and fathers 
had a saner attitude toward the normal expres- 
sions of the normal infant. The child who is 
physically healthy, mentally alert, and emo- 
tionally happy is seldom a trouble maker. Bad 
habits are often forced on a young child 
through misguided solicitude. 

Undesirable acts become habits only when 
parents or other attendants place a premium on 
these acts. Thus most older babies and young 
children resort to thumb sucking only when 
they are tired or unhappy. Repeated exhorta- 
tions and warnings and punishments for this 
diversion serve only to stress the power that the 
youngster possesses over those about him. He 
would be abnormal if at this early, unreasoning 
age he did not take advantage of such power. 


Head Rolling 


While crying and thumb sucking are natural 
phenomena and represent necessary steps in 
physical and mental development, head rolling 
and other unsightly head movements usually 
start from some irritative cause. Rickets form- 
erly was thought to be a frequent cause of this 
peculiar habit. One of the manifestations of this 
disease is sweating around the forehead. It 
was thought that the irritation from this 
caused the baby to roll his head from side to 
side, Rickets is not now a problem in the United 
States because of the almost uniform supple- 
mentation of milk with vitamin D, and there- 
fore can no longer be blamed. 

Head rolling possibly may also start as a re- 
sult of faulty focusing of the eye muscles. In 
such cases the baby attempts to fix the eye on 
some object of interest to him, and tries to 
follow it by shifting his head from side to side. 
Placing a bright toy in front of the baby, as 
mothers often do to occupy his interest, might 
be a cause, but there is no scientific proof of 
this. 

Whatever the cause, once the habit becomes 
fixed it is not easy to correct. Because it focuses 
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attention on him, the baby soon learns to use 
the maneuver to gain attention of the adults 
around him, and he will hold to it as long as it 
remains effective. 


Shyness and Stubbornness 


Shyness in a grown-up person is an undesir- 
able trait, always difficult and sometimes im- 
possible to overcome. In the young child it is 
merely a bad habit, rather easily corrected, 
once the underlying cause is discovered and 
removed. It is important, however, to distin- 
guish between shyness and indifference in the 
child; but this is not always a simple matter. 

A four-year-old boy did not care to play with 
other children. According to his mother he was 
a “model boy” and had never caused any trou- 
ble from the day he was born. He was a bit 
slow to be sure, but he took after his father, the 
mother hastened to explain. This child had a 
mild deficiency of the thyroid gland. 

Appropriate treatment administered daily 
brought about an almost immediate cure for 
his “shyness.” He is now eight years old and is 
doing fair work in the third grade in school. He 
is still taking the treatment. With the large ma- 
jority of children, however, shyness is usually 
traceable to lack of understanding of the sen- 
sibilities of the growing child. 

Some parents, unconsciously more con- 
cerned about their own personal importance 
than about their child’s social progress, still 
cling to the Victorian dictum, “A child should 
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be seen, not heard,” and do not permit the 
youngster to enter into family discussions. The 
child no sooner opens his mouth than he is 
warned, “Daddy is talking.” Constant reproval 
brings about an attitude of “What’s the use?” 
Some parents make a fetish of obedience in 
protest against the “fad of the new freedom.” 
Others are fearful of allowing their children to 
roam at large lest they may mix with undesir- 
able elements in the neighborhood. 

It should not be assumed that the child be 
reared without any sense of discipline. It is in- 
deed well to implant the idea that the children 
in the household must learn to conform to the 
ideals and comforts of the entire family. One 
must remember however that neither conform- 
ity nor respect can be taught by exhortation or 
by squelching the youngster’s desire for self- 
expression. The child should be encouraged to 
enter family discussions. His remarks, regard- 
less of immaturity of judgment or misuse of 
words, should never be ridiculed. He must feel 
that he is a part of the family circle. 

His inexperience in etiquette may make him 
a mild nuisance on occasion; but as he grows, 
he will acquire the finesse of conversation in 
accordance with the custom of his elders. The 
child learns by imitation. People who are anx- 
ious about the behavior of their offspring must 
recognize that the philosophy of the child is 
that of simplicity and frankness. Only in that 
light must his conduct be judged. 

One occasionally meets the other extreme— 
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the parents enthusiastic about the “new psy- 
chology.” They allude to the three-year-old as 
the “little man” and give him as much freedom 
of action as if he were physically and mentally 
able to take care of himself. These pathetic 
little men go about with an exaggerated idea of 
their importance, lording it over their “infer- 
iors” with scorn and derision. At times one jolt 
is sufficient to cause these premature adults to 
shrink back into their shell, taking with them 
their grievances and grudges. They often be- 
come the daydreamers in the classroom. 

To sensitive parents every child, at one time 
or another, is a problem. Mothers and fathers 
with an inclination to make mountains out of 
molehills appear to be constantly at sea, wor- 
rying over methods and procedures to direct 
their child in the paths acceptable to society. 
They make sacrifices of every description to 
afford their offspring everything within—and 
too often above—their means, often with dis- 
heartening results. Their anxieties make their 
children anxious. 

The child’s attitude toward strangers must 
be interpreted broadmindedly. There is little 
justification for expecting a child to go into 
ecstasy over the approach of some one whom 
he neither knows nor probably cares to know. 
At times a child may be indeed terror-stricken 
by an overexuberant stranger who thinks it his 
duty to administer “a big hug.” 

Most children show a certain degree of diffi- 
dence or perhaps bashfulness toward strangers. 
This attitude is not due to lack of sociability 
on the part of the child, but rather to a lack of 
interest or mutual understanding. Shyness de- 
velops slowly. It builds as the result of exag- 
geration on the part of the parents and others. 

If the trait is drilled into him over a period 
of time—with the great amount of attention 
usually connected with undesirable behavior— 
the child will cultivate it, and it truly becomes a 
characteristic. He is known as shy and afraid of 
strangers. At first he is looked on as a sensitive 
or nervous child. Gradually he becomes a prob- 
lem in personality. 

While shyness evokes parental sympathy as 
a rule, stubbornness usually produces frank 
displeasure and not infrequently even open hos- 
tility. Indeed, of all bad habits to which the 
child may be addicted, none is so intolerable to 
parents as stubbornness. That a child should 
challenge adult authority is a direct insult not 
easily overlooked and practically never con- 
doned. Yet, stubbornness is nearly always pro- 
voked by the parents themselves. 
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A child is born neither shy nor stubborn. 
These undesirable qualities are generally 
forced on him by grown-ups. Shyness often 
develops when parents endeavor to inculcate 
excessive sociability, and stubborness when 
they attempt to teach obedience. Both traits 
are maintained by the youngster for the pur- 
pose of commanding attention and power— 
shyness by the sympathy which it invokes, 
stubbornness by the enduring contest in an un- 
even match. 

Some children are by nature quiet, perhaps 
in the same way that some are thin and others 
stocky. To push a quiet child into boisterous- 
ness is as illogical as to overfeed a thin baby in 
an attempt to make him stocky. The latter pro- 
cedure works havoc with the digestive system; 
the former is productive of emotional upsets, 
usually resulting in shyness. 

A 15-year-old boy ran away from home in 
an effort to avoid constant nagging about his 
“shyness.” He was a quiet, studious youngster, 
with a philosophic turn of mind. 

Everything went smoothly until his mother 
decided to round out his interests. From thep 
on the boy had no peace. He had to join the 
“Y” and learn to box. He would come home 
black and blue from bruises on his body. He 
had to go to school dances, though he hated 
girls and felt clumsy on the floor. His mother 
spent hours studying child psychology; and the 
longer she studied, the graver the problem 
loomed. All her son was interested in was writ- 
ing poetry and reading the classics. What was 
to become of him? 

One afternoon, instead of going to his box- 
ing class, he hailed a west-bound motorist— 
and was finally returned under police escort 
from a neighboring city. The boy is now in- 
structor in English literature in one of the state 
universities. He is still a poor boxer and, his 
wife asserts, a clumsy dancer. 

But most children who have shyness drilled 
into them do not end up so fortunately, prob- 
ably because they do not have an enhanced 
intellectual capacity to compensate for their 
shortcomings. As a rule, the longer we talk 
about the youngster’s shyness, the better he 
likes it. 

As for stubbornness, parents who complain 
about their youngsters are reminiscent of a car- 
toon of a man pulling at the halter on a mule, 
urging the animal onward in no uncertain 
terms. The mule, in stance befitting his spe- 
cies, carried the cartoonist’s philosophic in- 
scription, “My, what a stubborn man!” 
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Bladder Control 


“The child wets the bed.” The only com- 
plaint that is heard with greater frequency is, 
“He won’t eat.” Often, indeed, these two bad 
habits occur together. Like all unnatural be- 
havior, enuresis is a product of civilization. It 
will undoubtedly remain a problem as long as 
our social culture continues to regulate the 
natural functions of man. 

Before discussing bedwetting as a habit, 
however, it must be stated that a small per cent 
of the problem children present organic reasons 
for their enuresis. These have structural defects 
of the genito-urinary system which easily ac- 
count for the inability of the youngster to con- 
trol his output; a few have diabetes of one form 
or another. Every child with enuresis is entitled 
to a thorough examination with the aid of all 
modern methods to determine that his bedwet- 
ting is a bad habit and not a symptom of dis- 
ease. 

A few children wet their beds from physical 
exhaustion. This is particularly true of the thin, 
underweight boys and girls who play too hard 
and too long, taking little time off to eat and 
practically none to rest. They remain at play 
from early morning until late at night. When 
their tired muscles finally relax, the bladder 
opening also relaxes and the urine flows out. 
This type of enuresis is easily cured, once the 
child’s activities are restricted to his optimum 
capacity by an afternoon rest period and early 
retiring. This should be supplemented by better 
eating habits and encouragement. Mild seda- 
tives may be necessary during the initial period 
of treatment. 

Studies by experts now show that most bed 
wetters have immature bladders that simply 
can’t hold all of the urine that the kidneys ex- 
crete during the night, 

A simple test can be performed to confirm 
this. The child is instructed to empty the blad- 
der and then hold his urine as long as possible. 
He then voids in a measuring cup and the vol- 
ume of urine is noted. The average nonenuretic 
child should be able to hold 12-14 ounces of 
urine. The bed wetter often cannot hold more 
than 6 ounces, 

_ After ascertaining that no real organic defect 
is present, the treatment of these children is 
directed toward increasing the bladder capacity 
(stretching it). The child is instructed to wait 
as long as is physically possible, after the urge 
to void occurs, and decrease the number of 
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bladder emptyings as much as possible during 
the day. The wet bed is ignored, and he must 
not be awakened at night. Instead of restrict- 
ing fluids, they are encouraged, so that more 
urine will be available to stretch the bladder. 

Once or twice a week the bladder capacity is 
again measured, and progress towards holding 
12-14 ounces noted. By doing this, the child 
has visible evidence of progress. Some phy- 
sicians believe that prescribing a mild bladder 
relaxant medication helps to speed up the prog- 
ress. In any event, this method of treatment 
has had considerable success. 

Pediatricians have long recognized that ten- 
sion in the child contributes to enuresis. Par- 
ental bickering, failure in school, sibling 
jealousy, and other similar factors may con- 
tribute. The habit itself produces an unhappy, 
insecure child. Nagging, shaming or other 
forms of punishment simply increase this in- 
security and have no place in the treatment of 
these children. 

Of all the types of enuresis, none is so re- 
sistant to treatment as that in which there is an 
alleged hereditary tendency to the condition. 
In spite of evidence to the contrary, there are 
still many thousands of people who believe that 
bedwetting is handed down from one genera- 
tion to the next. Recently a 14-year-old girl 
was troubled with a skin ailment. Her mother 
objected to the physician’s questions about the 
child’s bladder habits. Bedwetting, she insisted, 
“runs in the family.” She herself had enuresis 
until she was married. Her sister, now 20 years 
old, has never dared to sleep away from home 
and missed going to college because of this 
handicap. A brother, a senior in high school, 
wets the bed practically every night. “It can’t 
be a bad habit with all of us. It is simply a fam- 
ily curse.” The mother cannot comprehend 
that faulty training may be the common factor 
underlying this curse. Her attitude remains: 
“You cannot fool nature.” 

Then there is the child who starts on his ca- 
reer of wetting the bed during an acute illness. 
It is not unusual to find that mothers in those 
cases build a veritable complex centering 
around the child’s “weak kidneys.” Jerry 
Fowler was trained to the nursery chair when 
he was less than a year old. He had not wet the 
bed for over five years. At six years of age, 
Jerry had measles. Complications set in, neces- 
Sitating bed care for over two months. He had 
excellent nursing care but could never become 
reconciled to the use of the bed pan. The 
nurse was obliged to carry him to the toilet in 
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order to make elimination possible. During the 
fever stage of the disease he would wet the bed 
only on rare occasions. Convalescence was 
slow. Bedwetting became frequent. The boy 
was ashamed and unhappy at first. So were the 
parents. To allay his worries his mother would 
say, “It isn’t your fault; you are weak and run 
down.” 

At the age of eight years, Jerry was a bright, 
well-developed lad in excellent physical condi- 
tion. All kidney function tests were normal. 
Asked whether he was happy, he mumbled, 
“I guess so, but I have weak kidneys.” 

From here on, Mrs. Fowler took up the dis- 
cussion, and a sadder story is seldom heard. 
Her son had always been neat and clean and 
self reliant until this trouble set in. Even now 
he is a model boy, studious, obedient, consid- 
erate of his parents. “But the questions the 
child asks are maddening: Mother, why do I 
have to be sick? Mother, do you think I'll ever 
get well? Mother, what if I should.....” The last 
sentence was too horrifying to complete. 

It was obvious that mother and son were 
playing an exquisite drama with reciprocal 
torture as the central theme. Mrs. Fowler ap- 
peared unbelievably blissful in her despair. 
Jerry enjoyed complete happiness in his kidney 
weakness. Fortunately the heroine was finally 
convinced that the infirmity responsible for the 
theatrical reaction was no more real than the 
stage on which the performance was being en- 
acted. 

A sensible attitude brought about early but 
slow improvement. Several months later, Mrs. 
Fowler reported that Jerry had not wet the bed 
for over two weeks, “And if I understand my 
boy, he won’t wet for a long time.” 


Sleep Disturbances 


Until he is a month old, the average infant 
sleeps a total of 22 out of 24 hours. Premature 
infants, for several weeks after birth, are awake 
only during the time when they are fed. These 
long hours of sleep are necessary so that the 
nervous system may gain the opportunity to 
adapt itself to independent functioning. At 
birth the nerve sheaths are incompletely 
formed and some of these structures are poorly 
“insulated.” 

The “insulation process” takes several 
months. For this reason practically all infants 
for the first few months of life jump or startle 
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at the slightest sound. All babies are extremely 
sensitive to vibration. This is a normal phe- 
nomenon, and not, as many people erroneously 
believe, a manifestation of nervousness. To be 
sure, nervous infants, like their adult counter- 
parts, are jumpy, and at times excessively so, 
but the startle itself, early in life, is a sign of a 
normal nervous system. 

As the infant grows and its nerve coverings 
increase in quality and amount, the periods of 
sleep decrease. At two months a baby usually 
sleeps about 20 hours out of 24. At four 
months he may be expected to sleep 16 to 18 
hours a day, and at one year, 14 to 16 hours. 
There are wide variations, of course. If a child 
sleeps less but is happy during his waking 
hours, one need not be concerned. If he sleeps 
more, but shows normal mental reactions when 
awake, this, too, can be passed without worry. 
Babies, like adults, differ widely in the amount 
of sleep they require. 

Young children are light sleepers. Not until 
they reach the stage of strenuous play do they 
begin to sleep soundly. Regardless of parental 
inability to keep up with what seems almost 
perpetual motion on the part of their young 
offspring, apparently few of these living dy- 
namos suffer from physical or mental tiredness. 
Deep sleep as a rule does not develop until the 
age of four or five years. 

Restless sleep and insomnia are not com- 
mon among healthy children. There are many 
babies who at one year or thereabouts make it 
a practice to awaken in the middle of the night, 
crying without apparent reason. Many parents 
erroneously attribute this to teething. Why the 
teething pains abate promptly when the baby 
is taken into the parents’ bed, they apparently 
do not stop to consider. The fact is that the 
awakening on the part of the child is merely an 
effort to obtain a little extra attention to which 
he is not at all entitled. 

The only way in which this bad habit may be 
stopped is never to give it an opportunity to 
develop. The child must be made to realize 
from the beginning that he has not only privi- 
leges which he may enjoy, but also duties which 
he must fulfill. One of these duties is to respect 
the comfort of others. 

A good practice to follow when the baby first 
awakens during the night is to investigate the 
cause. If he is thirsty, he should be given water. 
When he is through he should be tucked in 
without comment, and left alone. A baby 
knows the limitations of crying. He stops when 
he learns that it does not bring results. 


Night Terror 

Simple crying to obtain attention should not 
be confused with night terrors. These are quite 
common among children and occur most fre- 
quently between the ages of two to five years. 
The general pattern is that the child awakens 
suddenly after a period of sleep, varying from 
one to two hours, screaming and trembling 
with terror. He is confused and clutches at the 
person closest to him, though he recognizes no 
one. Often he breaks out in a profuse sweat. 
Consoling seems to have no effect on his con- 
fusion or his trembling. 

The attack may last from several minutes to 
an hour or even longer, until the child relaxes 
and falls asleep again. The attack may occur 
once or several times during the same night. In 
the morning the child has no remembrance of 
the episode. 

There are many explanations and theories 
regarding the cause of night terror, none of 
which is acceptable in its entirety. Nervous- 
ness and worms are the most popular as well as 
the most untenable explanations. Another 
theory proposes that night terrors are due to 
overeating preceding bedtime. A third attrib- 
utes them to a disturbance in carbohydrate 
metabolism. 

According to a fourth theory the trouble is 
caused by partial asphyxia, resulting from large 


MENTAL AND EMOTIONAL HEALTH 


tonsils and overgrown adenoid tissue. There is 
no scientific proof to substantiate any of these 
theories. If the child has large obstructing ade- 
noids (and tonsils) which disturb sleep and 
cause persistent mouth breathing, they should 
be removed. But parents should not be told 
that this will inevitably relieve the night terrors. 
It is, of course, also permissible to try a snack 
at bedtime which would prevent hunger in the 
night, disturbing the child. 

Perhaps the best explanation for this condi- 
tion is that some children carry over into the 
sleep period exciting and fearful experiences 
during the day, and that these are reenacted in 
a “dream” experience. 

Based on this, it makes sense to make the 
evening hours before bedtime as quiet and re- 
laxing as possible, avoiding exciting stories, 
games, television programs. Accordingly, it 
may be necessary to prescribe a mild sedative 
to break the habit. 

Finally, a good rule to follow is to have the 
child examined by a physician during the be- 
ginning of the attacks, rather than wait until the 
child has lost weight, or until he has cultivated 
a fear of going to sleep in anticipation of night 
terrors. Some children learn before long that 
night terrors can be turned into an effective 
Weapon against unsuspecting parents. Early 
examination and the reassurance parents re- 
ceive can nip such a development in the bud. 


Carrer Six 


SPEECH PROBLEMS 


A CHILD BEGINS to acquire the skills in 
speech as soon as he is born. Your child is 
learning to talk as he sucks and swallows, 
belches and smiles, for the coordination he 
uses in these activities are also used in speech. 

During the first six months the sounds your 
baby will make will consist mostly of crying, 
babbling, and vocal play. These occur as a 
response to pain, hunger, cold, or pleasure. A 
good deal of vocal play occurs when the child is 
alone, and this activity is important in the 
learning of speech. During the next six months 
your child will begin to understand a few words 
and will try to imitate them. 

Between 12 and 18 months the normal child 
will begin to say his first meaningful words. 
These may sound far from perfect according 
to adult standards. For example, the baby may 
say “bah” consistently to refer in one way or 
another to his bottle. His saying “bah” may in 
some cases be a demand for food, simple recog- 
nition of his bottle, or some other meaning. He 
will use variations in facial expression, vocal in- 
flection, gestures, and loudness of tone as a way 
of trying to communicate exactly what he 
means. 

During his second year, the child’s vocabu- 
lary grows at first slowly, and then with in- 
creasing rapidity. At 21 to 24 months of age 
the average infant uses combinations of words 
and simple sentences. By the age of three and 
one-half the average child is able to speak in- 
telligibly—that is, he can be understood by 
Persons unacquainted with him. If by this time 
your child does not use meaningful speech pat- 
terns you should consult with your physician. 

All children experience some difficulties in 
learning to speak. With every child there will 
be occasional stammerings and other types of 
awkward speech. You should avoid setting too 
high a speech standard during the years your 
child is learning to talk. 

Here are some ways parents can guide the 
speech development of normal children: 

© Read stories aloud to him. 

® Encourage him to talk freely. 


© Have the child describe and interpret pic- 
tures for you. 

@ Take your child with you on your usual 
trips to the grocery store, post office, cleaner, 
etc. Explain in simple terms what you do there. 

@ Encourage the child to learn nursery 
thymes, short poems and songs, especially 
those in which a certain sound is repeated many 
times. 

The above suggestions, however helpful, do 
not guarantee that your child will have no 
difficulty with speech. Each child is different, 
and what is helpful to one may not be helpful to 
another, If your child appears to have difficulty 
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ou have carried out the 
consult 
a speech therapist or speech clinic in your area 
or ask your school about other sources of help 
for your child. 


in speech although y 
above suggestions for several months, 


The Problem Called Stuttering 


If you feel that your child stutters, you are 
concerned. This is perfectly natural. After all, 
you are a conscientious parent and you are 
faced with what you consider a baffling prob- 
lem which deeply involves your young child. 
What has happened? Only a few days ago he 
was speaking normally and now you feel that 
he is stuttering. Can anything be done about it? 

Fortunately, research and clinical experi- 
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ence in speech problems during the past 30 
years have uncovered many reassuring facts. 
These have special meaning for you because, as 
you will see, you are a very important person in 
all this. You are a listener. And stuttering in- 
volves a listener. 

Children who are considered to be stutterers 
are not generally abnormal or inferior. In fact, 
except for their speech behavior and the way 
they feel about it, they are so much like other 
children that nobody has found any way to sort 
them out. They are just normal, everyday, 
wonderful children. 

Scientists have found it difficult in most 
cases, sometimes impossible, to see any differ- 
ence between the speech of children who are 
newly classified as stutterers and the speech of 
other children. Just why this should be was 
explained by a recent study in which it was dis- 
covered that two, three, and four-year-old 
children repeat their words about 50 times in 
every 1,000 words of normal speech. No child 
was found who didn’t repeat a little; some 
repeated as much as 100 times in 1,000 words. 
This is part of learning how to talk; as a matter 
of fact, adults repeat too. Just listen to yourself. 

The speech of most youn’ children who are 
taken by their parents to be stutterers is for the 
most part not unusual; it becomes unusual in 
some way after the parents begin to think of 
them as stutterers. In case after case, stuttering 
—as a serious problem—developed only after 
someone had decided that the child was stut- 
tering. This judgment, or “diagnosis,” in and of 
itself, is one of the chief causes of the stuttering 
problem. The judgment is made by the listener, 
who more often than not, is a parent, usually 
the mother. 

Once she has attached the stuttering label to 
something the child does, she begins to hear all 
repetitions and hesitations as the thing which 
she has labeled them, that is, stuttering, She 
reacts with facial expression, tone of voice, 

body attitude. She disapproves because she 
is troubled by the label she herself has given it. 
The child catches her attitude; he begins to 
have feelings of uneasiness, of being disap- 
proved of. He tries to do something about it. 
What he does, interferes with his speech even 
more and the problem called stuttering begins 
to develop. 

It is suggested, therefore, that if a speech 
problem seems to be increasing first check 
with your family doctor to be sure that the 
child is in good health. Then, if he is healthy 
and alert, take your cue from the research find- 
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ings previously mentioned and try to follow 
these suggestions: 

è Do nothing to call attention to the inter- 
ruptions in speech; if your child has begun to 
notice them, let him know they are quite nor- 
mal under the circumstances and so, of course, 
acceptable. You can make him self-conscious 
about his speech even by praising it, if you 
praise it too much. But err, if you must, by 
approving it more than is justified. 

è If he hesitates in his speech more than 
most children do, and especially if he hesitates 
with strain or tension, look about him and at 
yourself, the rest of the family, and his play- 
mates to find the conditions which are to blame; 
then do what you can to improve them. Look 
for situations of stress between people. 

© In order to understand the problem better, 
try to notice the conditions under which he 
hesitates and repeats, the times he speaks 
smoothly and easily, the many ways in which 
he is a “regular boy,” and the way other young- 
sters his age hesitate and repeat just as he does. 
There are certain conditions under which prac- 
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tically any child tends to speak smoothly and 
other conditions under which they tend to 
speak hesitatingly. 

e Never, in talking to or about him, label 
him a stutterer or call his speech stuttering. 

e Try to be the kind of listener a child likes 
to talk to; let him know that you enjoy hearing 
him talk; have fun talking with him and reading 
to him. Read to him whenever you can but 
never in a tense, impatient, or loud voice. Let 
him know that you love him. 

© Try to cut down on scolding and use 
praise as often as you can. Try to keep things 
relaxed and pleasant in the home so that there 
isn’t too much teasing or bossing around. 

@ Never ask him to “speak pieces” or show 
off his speech for anyone. That means family as 
well as neighbors or company. 

è Finally, however trite this may sound, 
try to be as friendly and considerate toward 
him as you would be toward a house guest. 

Unless the speech problem that you and your 
child are in together is in some way unusual, 
these suggestions should prove helpful. Give 
them an honest trial. If, at the end of six 
months or so, you feel he is not talking as 
smoothly and as easily as he should, it is best 
to consult a speech clinician—preferably of 
course, one who is certified by the American 
Speech and Hearing Association, the recog- 
nized professional organization of speech pa- 
thologists and audiologists in the United States. 
Your family doctor can tell you where to find 
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one. There may be such an expert in your pub- 
lic school system. 


Adult Stuttering 


If you are an adult stutterer, you have no 
doubt seen yourself somewhere in the preced- 
ing paragraphs. What’s more, you are to be 
congratulated for doing one of the most im- 
portant things you can do about your problem: 
you have been reading, trying to get more in- 
formation about it. You might also find it use- 
ful to follow the following suggestions: 

@ Seek out an accredited speech clinic and 
take advantage of the services if offers. 

© Sort out your thinking about stuttering 
and take responsibility for it, because your stut- 
tering is something you do because of your 
thinking about speaking and about stuttering 
and about yourself. 

e Pay more attention to your normal speech 
than to what you think of as your stuttering. 

@ Pay enough attention to the things you do 
that you call stuttering to understand that they 
interfere with your otherwise good speech. 
Moreover, they are unnecessary and you can 
change or eliminate them. 

e Do more, not less, talking, when appro- 
priate. 

e Work at being a “normal” speaker. Do 
more of the things you would be doing if you 
were talking “all right.” 
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CHAPTER ONE 


PLAY AND RELAXATION 


EVERY PARENT knows how important play is 
to the young child. Through play, he gains 
physical strength, develops physical skills, 
and establishes relationships with his parents, 
brothers and sisters, and friends. It has often 
been said that the child who does not want to 
play is sick and that the child who does not 
have a chance to play cannot grow physically 
and socially. But the values of play and rec- 
reation are not restricted to the young. All ages 
need relief from boredom, relaxation from 
tensions, and the self-fulfillment found in rec- 
reation. Through play, many of our most 
pleasant associations with other people take 
place. The change of pace from work and re- 
sponsibility which we find in play may be as 
important to our health as rest. 

Wholesome physical play can contribute to 
physical, mental, and emotional health. Rec- 
reation is not only physical activity, however. 
Recreation may range from active physical 
pursuits to quiet activities, such as reading. It 
may bring excitement or relaxation. It includes 
both solitary activities and those with groups. 
It may consist of long-span avocational inter- 
ests or momentary pleasures, and may range 
from worthwhile cultural and educational pur- 
suits to trivialities. 

Satisfactions from recreation are personal. 
What may be satisfying to one person may seem 
like work to another; and what may appeal to a 
person at one age may bore him at another. 
Recreation is more a state of mind than a par- 
ticular activity. 


Home as a Play Center 


Many agencies--governmental, voluntary, 
and religious—offer recreation programs. Yet 
the home remains the most important center, 
not only for recreation itself, but also for de- 
veloping lifelong recreation interests, skills, 
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and tastes. Patterns set in the home for the use 
of leisure influence lifelong choices of forms of 
recreation. The parents’ responsibility for es- 
tablishing good patterns, then, is very great. 

Formerly, when a large part of the popula- 
tion lived on farms, families were held together 
largely through economic necessity. Children 
were needed to milk the cows, care for the 
crops, or perform household chores. Today’s 
city families have few home chores, and family 
relationships are more often cemented through 
play than work. Children—and parents as well 
—tend to drift away from homes in which they 
cannot play. 

Homes differ tremendously in the provisions 
which they can make for recreation. A family 
with no financial worries can provide many 
facilities. Yards can offer gardens, children’s 
play apparatus, game courts, swimming pools, 
patios, and barbecue pits. Inside the houses 
there can be recreation rooms, workshops, 
dark rooms for photography, music and tele- 
vision rooms, sewing rooms, and libraries. 
Most budgets can provide some of the above 
for the family’s enjoyment. 

Where space for recreation is lacking in the 
home and where money for books, supplies, 
and equipment is limited, there are still many 
opportunities for recreation. Never before have 
libraries, community centers, parks, voluntary 
agencies, schools, and religious groups made 
possible so many free or low-cost opportunities 
for families to participate in good recreation 
experiences. 

Although schools and other community 
agencies teach recreation interests and skills, 
parents can be particularly helpful in devel- 
oping desirable interests and encouraging paf- 
ticipation in worthy leisure pursuits. Many 
forms of recreation can be enjoyed only if skills 
are developed and knowledge attained. ; 

There is reason to believe that personality 1s 
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developed to an important extent in leisure. 
Young people who exhibit undesirable social 
behavior are often the ones who have never 
had the opportunity to learn how to use their 
leisure constructively. 

Parents should observe some precautions in 
relation to family recreation. Recreation is only 
one part of life and must not be overempha- 
sized. It takes its place with work, worship, and 
love as an important segment of life. Studies, 
work, and home responsibilities are also part of 
a well-balanced daily regime. In many com- 
munities so many organizations and activities 
compete for our leisure that careful selection 
must be made by both children and adults. 

All recreation time should not be used for 
family activities. Each member of the family 
should have time for individual pursuits or for 
participation with others of his own age group. 

Care must be taken that members of the 
family do not become addicted to watching 
television, listening to the radio, or reading 
frivolous books. These passive forms of rec- 
reation must be kept within limits so that they 
do not crowd out activities that require vigor- 
ous mental or physical participation. 


What Parents Can Do 


For purposes of convenience, we place home 
recreation activities in various categories. It 
will be noticed, however, that many overlap- 
pings occur. 

Every home should provide good magazines 
and books. With libraries almost everywhere, 
good reading is available to young and old. 
Reading aloud, especially at bedtime, is a cher- 
ished tradition in many families. 

Parents can encourage children to write 
letters to friends and relatives, keep diaries, or 
express their thoughts and feelings through 
original poems or prose. Memorizing poetry 
may give a measure of satisfaction which will 
increase with passing years. 

Enjoyable conversation, particularly at meal 
time and shared by all members of the family, 
contributes to good family relationships as well 
as to social graces and education. Children are 
imitators; good grammar, clear enunciation, 
and a wide vocabulary used by the parents will 
help the children in their use of language more 
effectively than constant correction. 

Dramatics has its place in home activities. 
Charades, puppet plays, and original plays 
written and produced by the children are excel- 
lent activities. 
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Fortunate is the child whose parents give a 
willing ear to his fumbling efforts to make 
music, and encourage his progress. Music 
enters the home also through listening to good 
recordings, singing with a group around the 
piano, singing lullabies to the baby, and playing 
instruments together. Singing while working 
makes household chores lighter and disposi- 
tions happier. Parents can encourage high 
standards in music without being stuffy. 

Many a happy hour can be spent in various 
forms of art, ranging from finger painting, 
crayon coloring, and drawing for the younger 
members of the family to oil painting, wood 
carving, and ceramics for the older ones. If 
space and money permit, a shop for woodwork- 
ing makes possible the construction of useful 
objects, adding a practical aspect to esthetic 
enjoyment. 

Weaving need not be limited to homes where 
large looms may be installed. Children enjoy 
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hand looms on which they can make potholders 
and mats or looms on which they can make 
beaded belts. Knitting, sewing, embroidery, 
crocheting, and basket weaving are additional 
possibilities for home recreation. 

Photography may begin with a five-dollar 
camera for the young and proceed to a compli- 
cated art for the elders. Developing the film and 
printing the picture is more than half the fun. 

Home-improvement projects, such as redec- 
orating a room, offer numerous possibilities for 
employing the artistic talents of the family. 

Fishing, swimming, hiking, gardening, and 
many other outdoor activities in which families 
can participate together are discussed else- 
where in this book. To these can be added 
picnics, cookouts, and camping. Family camp- 
ing, which has mounted in popularity in recent 
years, is both a means of seeing new places at 
small cost and of learning about and appreci- 
ating the natural world. Many communities 
now have family camping clubs through which 
families learn how and where to camp and what 
to take on a trip. Excellent books on the sub- 
ject are available in most libraries. 

The backyard may accommodate equip- 
ment for badminton, croquet, horseshoes, 
archery, darts, and many other games which 
can be played by both young and old, as well 
as swings, slides, and sandboxes for the chil- 
dren. Jigsaw puzzles, table tennis, cards and 
numerous table games, many with educational 
values, add to indoor enjoyment. Many games 
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which require no special equipment are sug- 
gested in books on games. 

A whole family can share in the pleasure of 
a collection. Space should be allotted in the 
home for the display of collected items, be they 
rocks, shells, leaves, buttons, dishes, or less 
bulky items such as coins and stamps. Satis- 
factions from collections are multiplied by 
learning about the items collected and by ar- 
ranging the collection logically and attract- 
ively. Books and magazines relating to the 
hobby are choice gifts to family members. 

The joys of birthdays, wedding anniversa- 
ries, Christmas, Easter, Thanksgiving, Hallow- 
een, and other holidays are enhanced when the 
entire family engages in preparation for them. 
Special decorations, foods, music, and games 
can enhance these events. 

Other special events, such as graduations, 
promotions, winning of awards, and similar 
occasions give the family an opportunity to 
express its pleasure and pride in the honored 
one. Events shared with friends, if possible, 
add to the festivity. 

Leisure activities are powerful forces in the 
home. They can cement family ties, create 
wholesome attitudes, and foster understanding 
among members of the family. They can open 
up new fields of learning and awaken interests 
which will not only enrich personal life, but 
may lead to future vocations for the younger 
members of the family. Many an avocational 
interest has turned into a career. 


CHAPTER TWO 


SPORTS AND PHYSICAL FITNESS 


RECREATIONAL ACTIVITIES Of all kinds, in- 
cluding sports, contribute greatly to our enjoy- 
ment of life. Recreational activities which in- 
volve exercise promote physical fitness when 
they are performed regularly, and the mainte- 
nance of physical fitness is an important factor 
in the maintenance of health. 

Schools and colleges recognize that physical 
education is an important part of a general ed- 
ucation. The period of life when we go to 
school is for most of us the time when we take 
the most exercise. The problem is to continue 
throughout our later life a degree of exercise 
that will help us to maintain a state of good 
physical fitness and good health. 


Exercise and Fitness 


Vigorous physical activity helps to develop 
muscles, and physical strength makes an im- 
portant contribution to daily activities. Once 
developed, strength can be easily maintained 
with little diminution for many years. More 
importantly, the heart is a muscle. It is strength- 
ened and improved in its function by any form 
of strenuous exertion. Exercise also enables 
the lungs to increase their ability to take in air 
and to utilize more efficiently the oxygen which 
they extract from this air. 

All levels of activity depend on the capacity 
of one’s heart, blood vessels, and lungs to per- 
form with maximum efficiency. And in general, 
the harder the work, the greater will be the 
benefit to the body. One way to determine the 
relative demands which different kinds of ex- 
ercise place on the body is to compare the 
number of calories which the body must burn 
each minute to support these exercises. The 
calorie is a unit of heat used to measure energy 
in studies of metabolism and physical activity. 

The following table shows calories burned 
per minute for common recreational sports. 
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Se 


Cal/ min. 
3.0 


Sport 
Canoeing (2.5 mph) 
Horseback riding 

(walking gait) 
Volleyball 
Walking (2.5 mph) 
Bowling 
Cycling (5.5 mph) 
Golfing 
Swimming (20 yd/min) 
Rowing (2.5 mph) 
Walking (3.75 mph) 
Skating 
Table Tennis 
Tennis 
Water Skiing 
Horseback riding 
(trotting gait) 
Skiing 
Squash 
Cycling (13 mph) 
Rowing (race speed) 
Running (10 mph) 


3.0 
3:5 
3.6 
4.5 
4.5 
5.0 
5.0 
5.0 
5.6 
6.0 
6.0 
Te} 
8.0 


8.0 
9.9 
10.2 
11.0 
14.0 
15.0 


All of the above sports can be played in- 
dividually with the exception of volleyball, 
table tennis, tennis, and squash. Volleyball 
needs a group, but the others only a partner. 
All of these sports are enjoyed by both men 
and women. They can be started early in life 
and continued to an advanced age, sometimes 
with slight modifications. The secret of suc- 
cess is to play them on a regular basis. 

To derive the greatest benefit from exercise, 
it should be undertaken at least once a week. 
Some sports are more suitable to one season 
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than another, some are indoor, others outdoor 
activities, and some are both. In many in- 
stances the possibility to enjoy them depends 
on the existence of nearby facilities. Each per- 
son should try to select those recreational ac- 
tivities which are most suitable for his regular 
participation based on convenience of location, 
the prevailing climate, and the time and ex- 
pense involved. 

Fashions shape our participation in sports 
just as they do our choice in cars or clothes. 
Golf became tremendously popular in the 
1920's, suffered a decline just before and dur- 
ing World War II, and now enjoys greater 
popularity than ever before. Other circum- 
stances affect the popularity of sports. The 
growth of industrial leagues and the televising 
of matches has made bowling the most popular 
participant sport in the United States. Better 
roads and more powerful cars have made water 
resorts more easily available to millions, creat- 
ing a boom to skin diving and water-skiing as 
well as all forms of boating. 


Selecting a Sport 


A brief summary of the most popular rec- 
reational activities which involve some degree 
of exercise and which are suitable for men and 
women of all age groups is presented here as an 
aid in your selection of a suitable sport or 
sports. The necessary equipment and facilities, 
the general type of exercise which is afforded, 
and any precautions which are necessary for 
safe enjoyment of each activity are indicated. 

The popularity of badminton is based 
largely on the fact that it can be played with 
pleasure by the learner as well as the expert. 
The court is marked like a tennis court on two 
sides of a net which is raised to a height of five 
feet off the ground. The court is relatively small 
and can be easily located indoors or outdoors. 
The only other equipment required is racquets 
and a shuttlecock. Complete sets of equipment 
can be purchased at a reasonable cost. 

The player does not have to cover so much 
ground on this small court, but the fast action 
builds up his wind. Leg and shoulder muscles 
get the most exercise. 

A common injury to badminton players is 
an ankle sprain, due to the sudden stops, starts, 
and turns. Players should wear well-fitting 
sneakers and wrap their ankles if they are 
weak. The only hazard is the flying shuttlecock, 
and it can cause a serious injury only if it hits 
an eye. 


RECREATION AND RELAXATION 


The development of inland waterways for 
recreational purposes, the creation of many 
man-made lakes, and the opening up of our 
thousands of natural lakes and several thou- 
sand miles of sea coast have made all forms of 
boating one of our leading recreational ac- 
tivities. Canoeing, rowing, and sailing all pro- 
vide vigorous outdoor exercise. Small boats 
can be put on the luggage rack of the car and 
larger ones on a boat trailer. There is almost no 
end to the equipment one can add to a sailboat, 
but all that is needed for a canoe is a paddle. 

Rowing and canoeing exercise the muscles 
of the back and shoulders particularly, but 
the legs also come in for their share of activity. 
Rowing a racing shell exercises just about 
every muscle in the body and also develops 
lung capacity and endurance. Sailing provides 
a more varied but usually less strenuous pat- 
tern of activity. 

Basic precautions to be observed in all boat- 
ing activities are simply developments of two 
cardinal rules; show proper respect for others 
and use common sense. Don’t overload your 
craft; don’t stand up or change seats while 
under way; watch out for swimmers and float- 
ing objects; take along life preservers; don’t go 
too far from shore on a large body of water in 
a small craft; if your boat overturns, stay with 
it; and, above all, don’t go out in a boat if you 
can’t swim. (See Part VII, Chapter Five. ) 

More than 30,000,000 Americans partici- 
pate in indoor bowling each year. Alleys 
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equipped with automatic pinspotting equip- 
ment for tenpins and duckpins are within driv- 
ing distance in almost all parts of the country. 
Shoes can be rented and balls are supplied in a 
variety of weights and sizes. The bowler has 
only to present himself in some loose, comfort- 
ably fitting clothes. Lawn bowling is enjoyed 
by a much smaller number of persons since it 
requires a perfectly level and carefully tended 
grass area and is limited to the time of year 
when the grass is growing. 

Bowling provides good exercise for the mus- 
cles of arms, shoulders, and back. It is not 
vigorous enough to give more than very mild 
exercise to the heart and lungs, but is, there- 
fore, suitable for persons of all ages, and for 
many for whom other sports are too strenuous. 

Bowlers are subject to muscle strains, par- 
ticularly in the muscles on the inner side of the 
thigh, to bursitis and inflammation in the ten- 
dons around the elbow and the shoulder, and 
to blisters on the bowling hand. Injury to the 
fingers can be avoided by not placing the hand 
in the ball return without looking to see if 
another ball is arriving. 

Once the most popular recreational activity 
for young and old—as well as a means of trans- 
portation—cycling has suffered from the 
development of automobile travel. Riding to- 
day is dangerous on city streets and even on 
country roads. Very few cycle paths of any 
considerable length have been built. Competi- 
tive cycling is almost unknown in this country 
today because of lack of interest and the small 
number of wooden tracks available. Never- 
theless over 55,000,000 persons own and ride 
bicycles in the United States today. 

No special equipment besides a bicycle is 
necessary, although it is helpful to have soft 
comfortable shoes and loose-fitting clothing. 
For extended trips, a bicycle with a gearshift is 
helpful in climbing hills. Hand brakes are also 
desirable for the experienced rider. 

Cycling exercises principally the leg muscles, 
but the back and shoulders participate as well, 
especially at faster speeds. Cycling is a great 
exercise for building up endurance and can be 
carried out for this purpose on a life-long basis. 

The principle hazard besides the traffic is 
being pitched forward from too sudden a stop 
or striking an object in the road. If a bicycle is 
ridden after dark, it should be equipped with a 
handlebar light and a rear reflector. Competi- 
tive cyclists should wear crash helmets. (See 
Part VII, Chapter Three. ) 

The possibility of golf as a sport depends on 
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the availability of a golf course. Many persons, 
however, can practice on driving ranges or play 
on the short pitch and putt courses which may 
accompany them. The necessary equipment 
is a set of golf clubs, which may consist of as 
few as 5 or as many as 20 clubs, a bag to carry 
them in, some golf balls, and a pair of sturdy 
shoes with crepe soles or sport spikes. 

Golf provides primarily walking exercise, 
the average golfer covering about 6 miles on 
an 18-hole course about 6,500 yards in length. 
Some exercise is obtained in striking the ball, 
depending on how hard and how often you hit 
it. The exercise values of golf are increased if 
one carries one’s own bag. They go down when 
one pulls a golf cart or rides in one. 

Back sprains and blisters of the hands are 
the chief hazards directly attributable to golf. 
An occasional golfer is struck by a flying ball. 
Some deaths from lightning result from taking 
shelter under isolated trees on the course dur- 
ing thunderstorms. 

Relatively few clubs sponsor programs of 
gymnastics today, but there is a growing inter- 
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est in this subject in schools and colleges. A 
great variety of exercises and gradations of 
exercise are available under the scope of gym- 
nastics, so that a program suitable for either 
sex at any age can easily be established. Com- 
petitive gymnastics requires such a high degree 
of skill that it remains largely a sport for the 
relatively few. 

Gymnastic equipment for one sport or an- 
other is available in school and college gym- 
nasiums, in YMCA’s and YWCA’s, in athletic 
clubs, and in other similar organizations. Tum- 
bling requires only a few mats. The trampoline 
provides a special form of tumbling exercise 
which has become popular. Light clothing and 
light rubber-soled shoes are necessary. 

The effect of gymnastics on the body is to 
build strength and endurance, increase the 
efficiency of the heart and lungs, and to pro- 
mote coordination, balance, grace, and good 
posture. A person who continues a program of 
gymnastics throughout his life is probably get- 
ting the best-rounded program of exercise 
obtainable. 

The more advanced forms of gymnastics, 
including the trampoline, pose a hazard of in- 
jury to the inexperienced. They should be 
undertaken only after instruction and practiced 
while following the appropriate safety pre- 
cautions. 

About 5,000,000 persons play handball in 
the United States each year. The cement court 
with one wall is a common feature of modern 
playgrounds. Four-wall handball is played in 
gyms. Beside tubber-soled shoes, the only spe- 
cial equipment required is a pair of gloves and 
the hard rubber ball. 

Handball develops speed and endurance 
primarily, although it also develops the muscles 
of the legs and shoulders. It is played primarily 
by men since most women’s hands are too soft 
for the sport. 

The ability to ride a horse is no longer a ne- 
Cessity as it was once. There are three principal 
forms of this activity: walking or trotting 
horses in the ring or cross-country, jumping 
and steeplechasing, and riding to the hunt. Flat 
racing of horses is almost entirely a pro- 
fessional sport. All forms will always be open 
to only the select few because the ownership of 
horses and their equipment is an expensive 
thing, and outdoor or indoor facilities are not 
always accessible. 

Horseback riding mainly exercises the legs, 
forearms, and wrists. It does not do much 
under ordinary conditions for the heart and 
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lungs. The principal hazard is in falling off the 
horse. One should, therefore, not undertake 
riding without a suitable period of instruction. 

Most of those who adopt running as a form 
of recreational exercise have been competitors 
in track or cross-country during school days. 
Running deserves greater popularity since it 
is a natural exercise which requires no special 
equipment other than a pair of light rubber- 
soled shoes. A place to run can be found al- 
most anywhere and it can be carried on 
throughout the year. Many people are afraid 
of it perhaps because they think that the neigh- 
bors will think them queer. 

Running is the best exercise to develop the 
functions of the heart and lungs. It also exer- 
cises the shoulders and arms as well as the legs. 
Precautions should be taken not to run short 
distances at maximum speed without warming 
up so as to avoid straining the muscles of the 
thighs. Wearing heavy comfortable-fitting socks 
and using mineral oil on the soles of the feet 
will help prevent blisters. 

Roller-skating maintains a steady popularity 
throughout the United States, numbering about 
15,000,000 fans. Although skates are the only 
special equipment needed, it is necessary to 
have an indoor rink available for year-around 
use. Ice skating has increased in popularity 
with the growth of indoor ice rinks around the 
country, making it a sport for all seasons. 

Skating provides exercise similar to running, 
but less vigorous. It is suitable for all ages, al- 
though the hazard of broken bones as the re- 
sult of falls on the ice is much greater for older 
persons and the results apt to be more serious. 

Snow skiing is a relatively old sport which 
currently attracts about 3,500,000 adherents 
in this country. It is relatively expensive, since 
the cost of good skis is high, special clothing is 
needed, the best ski areas are remote from 
where most people live, and the use of lifts and 
tows is costly. 

Skiing is excellent exercise, requiring and 
promoting strength in the thigh muscles and in 
the shoulders. If not performed all downhill, it 
builds endurance. Coaching from a qualified 
ski instructor is essential to the safe enjoyment 
of this sport. Injuries to knees and ankles are 
the chief hazard. Skiers should never ski alone 
or in areas that are not patrolled. They should 
have at least eight weeks of exercise for the legs 
and thighs before the season begins. Never ski 
when fatigued since falls are more apt to occur. 
à Water skiers now number about 6,000,000 
in the United States. Suitable bodies of water— 


SPORTS AND PHYSICAL FITNESS 


lakes, large rivers, and the ocean—are avail- 
able to the most of the country for a relatively 
long season. Good skis, which are moderately 
expensive, and a boat with a powerful motor 
are necessary. A life jacket should be used. 
Muscles in the back, shoulders, arms and 
legs are developed by water skiing. The skier 
must be a good swimmer. Injuries due to falls, 
fouled lines, collisions, and being hit by the 
tow boat are common. The boat should always 
contain two persons, one to operate it and the 
other to tend the line and watch the skier. 
A group of four-wall court games played 
with rackets—which include squash racquets, 
squash tennis, racquets, and paddle racquets— 
maintain a small but steady popularity because 
they are fast, place emphasis on skill, and can 
be played in all seasons. Rackets and balls are 
inexpensive. Courts are limited in number. 
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These court games are excellent condition- 
ers for both men and women, but cannot be 
played with much pleasure after 50 because of 
the speed required. Injuries occur chiefly from 
being struck by the ball or the opponent's 
racket. Sprains and strains are also fairly com- 
mon in these games. 

Although swimming should seem to be a nat- 
ural exercise because of man’s long association 
with water, the development of effective swim- 
ming techniques is relatively modern. Several 
million Americans now own private swimming 
pools, most of them outdoors. These are ex- 
pensive to build and maintain. Thousands of 
pools in hotels, clubs, and recreational centers 
are also available to those who don’t own pools 
or live near a lake or beach. 

Some sort of basic instruction is necessary 
to learn how to swim properly and to maintain 
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oneself safely in water. Lifesaving courses are 
given regularly by the American Red Cross, 
YMCA, YWCA, and other organizations. 
Swimming is an excellent all-around exercise 
for conditioning. 

Pool owners should keep their pools fenced 
in, preferably covered when not in use. The 
water should be filtered and kept clean and 
chlorinated. Someone who knows the technique 
of artificial respiration should be around when 
the pool is in use, a long reaching pole should 
be handy, and no one should be allowed to 
swim alone. Roughhouse play around the pool 
and outdoor swimming during thunderstorms 
should be barred. 

Skin diving as an extension of underwater 
swimming has come into being only recently, 
but already attracts millions of addicts. It is 
called Scuba when Self-Contained Underwater 
Breathing Apparatus consisting of compressed 
air tanks are used. This is a hazardous sport 
which should be undertaken only after a thor- 
ough course of instruction by an expert. The 
equipment is expensive. Only areas where clear 
water is the rule are suitable. 

The most serious hazard of Scuba diving is 
air embolism due to improper breathing con- 
trol and surfacing technique. Ruptured ear- 
drums, decompression sickness (bends), and 
injuries from rocks, shells, and spears are fairly 
common. Divers should always work in pairs 
and follow standard procedures to avoid the 
many possible difficulties which may be en- 
countered. 

Tennis is one of the oldest sports still played, 
although the present form is quite different 
from the original. Court tennis, which is 
derived directly from the original, is played by 
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only a few, since it requires a specially- 
constructed court. About 7,500,000 Ameri- 
cans play other versions of tennis on grass, 
clay, wooden, or composition courts indoors 
and outdoors. Outdoor courts of one sort or 
another are available in most parts of the coun- 
try. Rackets and balls are inexpensive. Rubber- 
soled shoes are used. A new variety called 
paddle tennis is played outdoors on a small 
wooden-floored court with a paddle instead of 
a racket. Table tennis is widely played indoors 
and out. 

Speed and agility are required for competi- 
tive tennis, but the game can be enjoyed to an 
advanced age with slight modification of the 
rules to make it more of a back-court game. 
It provides good general conditioning exercise 
if played regularly. The chief hazards are 
sprains of muscles and ligaments. 

Volleyball is used regularly by Y groups and 
other athletic associations as a general con- 
ditioning and recreational exercise for pick-up 
games with any number of players. It can be 
played indoors and outdoors, requiring only a 
ball and two uprights to support the high net. 
The chief injury sustained is a sprained ankle. 

Frequently a matter of necessity but too 
often neglected in this automotive age, walking 
can be a very enjoyable recreational exercise. 
Long-distance walking at a measured pace is 
frequently referred to as hiking. When under- 
taken cross-country or in the hills, it is an 
excellent conditioner, developing the heart and 
lungs as well as exercising the legs, back, and 
arms. Good, stout, well-fitting shoes and com- 
fortable socks are essential. The worst injury 
to be expected, barring tumbles on uneven 
ground, is a few blisters or shin splints. 


CHAPTER THREE 


REDUCING THE RISK IN SPORTS 


SOONER OR LATER, children are going to 
begin playing competitive sports, either in the 
backyard, on the playground, the winter ice, or 
the polished wooden floors of the gymnasium. 
They will be pushing around and handling 
various leather and rubber objects according 
to certain rules. They will also be pushing each 
other around, and sooner or later, someone will 
get hurt. 

The playing of competitive sports always 
raises an important question for parents. Nat- 
urally, they do not want their children injured. 
At the same time, they do not want them to 
grow up without taking part in wholesome com- 
petitive sports. Actually, many situations are 
far more hazardous than competitive athletics. 
Accidents in the home and on the highway, 
many of them preventable, are much more 
readily accepted as part of the hazards of living 
than are accidents due to sports. 

The value of competitive sports is similar to 
that of recreational sports. Competitive sports 
have the additional advantage of enabling the 
players to learn skills other than the physical 
ones required to win games. Under proper 
leadership from a good coach, they can learn 
sportsmanship. They can learn how to be good 
losers without being willing to lose and how to 
accept victory without being objectionable 
about it. They can learn that hard and strenu- 
ous participation does not mean ruffianism. 
They can learn the value of group and team 
play as distinguished from individual starring. 
_ Participation in organized sports is steadily 
increasing. It is being realized that the young 
must blow off steam and the playing field- is 
much to be preferred to the tavern as a locale 
for doing so. 

Acceptance of the value of competitive 
sports increases the need for working to over- 
come the problems of prevention, diagnosis 
and treatment of injuries sustained in sports. 

* 


These are no longer relegated to a back room 
in the gymnasium and a footnote in the annual 
athletic budget of the school. The home, too, 
must realize that it has its part to play and that 
proper precautions can and must be taken to 
minimize injuries and to prevent their occur- 
rence whenever possible. 


Bill of Rights of the Athlete 


The medical profession, in conjunction with 
coaches, has established some principles 
through a Committee on the Medical Aspects 
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of Sports, appointed by the American Medical 
Association. This committee has helped estab- 
lish standards for the medical care of athletes 
in schools and colleges and has expressed these 
points of view in a document called the “Bill of 
Rights of the Athlete.” The home can play a 
part in assuring its junior members that the 
institutions with whose teams they participate 
are living up to the requirements of this Bill of 
Rights. These rights are, in brief, as follows: 

1. Good Coaching. The coach who teaches 
unsportsmanlike tactics to win at any price is 
today almost extinct. Almost all coaches today 
are competent instructors in the technical 
aspects of the game, ignorance of which, of 
course, greatly increases the incidence and 
severity of injuries. 

2. Good Equipment. This right, too, can 
easily be achieved. The manufacturers of 
equipment take their responsibilities seriously 
and are continually modifying and improving 
the various types of protective devices worn in 
contact sports. The problem lies in the false 
economy of using worn-out, outmoded, or ill- 
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fitting gear. The outfitting of a team is no place 
for penny pinching. 

3. Good Medical Care, which has three ma- 
jor aspects: 

@ A thorough pre-season history and a phys- 
ical examination of each player. These con- 
stitute the most important factors in the 
prevention of injuries. Many of the sports trag- 
edies which occur every year are due to medical 
conditions—such as heart disease, hyperten- 
sion, and diabetes—which went unrecognized. 
For many years at Harvard University, loss of 
function of one of any paired set of organs also 
has been cause to bar participation in any con- 
tact'sport. This rule produces an annual crop of 
unhappy young men who seem to have played 
for years in high school with one testicle, one 
kidney, or one eye, but no exceptions are al- 
lowed. Other less potentially dangerous sports 
are available, and no game is worth the risk of 
blindness, death, or castration. 

Another important part of the pre-season 
examination, particularly in high schools and 
preparatory schools, is the proper matching of 
players. Boys grow at different rates. Some at 
15 have mature and well-coordinated musculo- 
skeletal systems. Others are small and soft, 
having barely entered adolescence; and still 
others are large-boned, skinny and uncoordi- 
nated, being in a period of rapid bone growth, 
with barely compensated nerves and muscles. 
To mix these types on a team is to court trou- 
ble. This is an area for cooperation between 
coach and doctor. Well-matched teams are 
safer and provide much more fun for all con- 
cerned. 

© A doctor (ideally the same one) should 
be available throughout the season and should 
be present at every game. To let a trainer or 
coach decide whether an injured player should 
continue to play or be removed from a game, 
and, if removed, whether he should be carried 
or walk off the field, is to gamble with a player’s 
future. 

© The doctor’s authority in medical matters 
should be absolute and unquestioned. Adher- 
ence to this principle is the measure of a good 
coach. Almost all coaches today are happy to 
leave medical decisions to the medical profes- 
sion. They have enough difficult decisions and 
problems as it is. 

It is quite true that the great majority of 
sports injuries are not serious, will heal despite 
even bizarre treatment, and will leave no rem- 
nant of permanent disability, but the day of 
regarding this problem as “minor” and beneath 
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the dignity of a proper doctor is gone. The doc- 
tor who assumes responsibility for a school or 
college team may be greatly helped if he is 
furnished information from the family phys- 
ician as a background for his judgment of the 
capabilities of the players. Athletic injuries 
differ in no way from other injuries except that 
they usually occur among athletes. 

The home can help to assure the safety, the 
pleasure, and the profit of its younger members 
through participation in athletic programs 
which are soundly conceived and in which 
proper precautions are taken for the safety of 
athletes. 


Children and Competitive Sports 


A further consideration in relation to ath- 
letics is its place in the general program of the 
child. No young person should be without 
athletic interests. These should be chosen with 
the preference of the participant in mind and 
with due consideration for his or her special 
abilities. 

No young person should be pressured into 
athletics of a particular type because of a par- 
ent’s special interest. It is a disservice to the 
child when parents try to get personal satis- 


faction out of the success of their children, 
especially if they place this above the child’s 
welfare. Too much emphasis should not be 
placed upon winning and, at the same time, 
too great a willingness to lose should not be 
encouraged. 

Proper control and direction for participants 
in competitive sports is a part of the general 
plan for guiding the child in his development. 
As in scholastic and other activities, the prob- 
lem is the setting of realistic goals. While a 
child may need to be stimulated to do his best, 
he must not be pushed and pressured for the 
attainment of goals beyond his capabilities. 
At the same time, he must not be allowed to 
become slack by the setting of goals too easily 
attained. Either extreme is destructive; only a 
wise approximation of the happy medium and 
a recognition of individual differences among 
children give the child the best opportunity for 
self-expression in all of his activities, including 
sports. 

It is obvious that no right-thinking parent 
will intentionally sacrifice his child to his own 
psychological needs. However, self-appraisal 
is one of the most difficult achievements for 
a human being. The parent who has had great 
success in competitive athletics must be care- 
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ful not to expect too much of his child. Some 
children have felt overshadowed by the out- 
standing capabilities of their parents and have 
consequently developed a feeling of inferiority. 

Some parents need to be especially careful 
not to be tempted to achieve belated sat- 
isfaction through the success of a child or 
grandchild. Athletics for children should be 
judged on the basis of their benefit to the child, 
rather than on satisfaction to the personal 
emotional needs of adults, or favorable pub- 
licity for school or community such as is de- 
rived from winning teams. 

An important factor in athletic programs for 
children and youth is the emotional impact of 
too much publicity, combined with poorly su- 
pervised trips to other communities, late hours, 
and mingling with unfamiliar young people. 
Athletics for children under high school age 
should be limited, in the judgment of many 
experts, to events within their own communi- 
ties. At the high school level, regional and 
statewide events many be defended if properly 
supervised and intelligently geared to the age 
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level, experience, and emotional stability of 
the age group involved. 

Athletic programs for younger children, or 
for high school and college youth, are not good 
or bad in themselves; they are good or bad 
according to how they are managed. Parents 
have an obligation to their children to become 
familiar with the sports programs sponsored in 
their communities by various organizations. 
These programs are good if they are so con- 
ducted as to provide opportunity for play for 
many children without overemphasizing the 
special abilities of the stars. These programs 
are good if they avoid undue emotional ten- 
sions and exaggerated competition. They are 
good if they keep the children largely in their 
own community with a minimum of trips and 
with as little as possible intercommunity ri- 
valry. These cautions are particularly pertinent 
with young children who may be severely upset 
emotionally by excessive tensions and too much 
emphasis upon victory for the sake of the 
community. The game should be for the benefit 
of the child and not for the adults. 


CHAPTER FOUR 


Rx. AVACATION 


THE VACATION, which used to be a luxury 
limited to the few, is now among the best 
health prescriptions for the many. Self-made 
men who formerly boasted that they never 
took a vacation now require their employees to 
do so, because they have learned that properly 
arranged vacations improve health. 

The word “vacation” is related to “vacate,” 
which means to leave, to get out, to go away. 
That is the key to the proper vacation. One 
must go away. This may be a physical depar- 
ture from the home and the community where 
one lives, or it may be merely going away 
from the office into the garden, the hobby 
workshop, the library, the beach, the nearby 
countryside, the golf links, or the theater. It 
may be no more than a mental change of sce- 
nery from the job environment to the far 
reaches of the universe through books, mu- 
seums, or lectures. The vacation should, above 
all, be a complete change from the usual 
routine. 

The physically-active worker may wish to 
take a quiet vacation; the desk-bound person 
may want to get out and stretch his muscles. So 
long as there is a change, and the vacation is 
something the person wants to do, it should 
produce benefits. 

Whether a family should vacation together 
or separately depends in large degree on the 
members of the family, their likes and dislikes, 
and whether they have been together or sepa- 
rated all year. A scattered family may want and 
enjoy a vacation all together; a family that has 
lived together all year may want to go it alone 
for awhile, especially if individual tastes 
differ. 

Much debate has gone on about what to do 
when father wants to climb a mountain, mother 
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would like to sit on a cottage porch in the 
woods and rest, son wants to fish and daughter 
insists on dancing, while little brother prefers 
to stay home and go to the beach or the pool 
with his pals. An unselfish family settles this by 
compromise—they go to the mountains with 
dad one year, where mother can find a porch 
and rocker and son can fish another. They try 
to find a place where daughter can dance and 
the little brother can swim in the motel pool. 
Maybe they even take one of his pals along to 
keep him company. 

Important to the vacationer is the main pur- 
pose of his vacation, rest and re-creation, 
which is not quite the same as rec-reation— 
sometimes more appropriately spelled “wreck- 
reation.” Too strenuous activity may spoil the 
vacation, and may even bring on serious illness 
or cause injuries. Strenuous activities should be 
begun gradually, until endurance is established. 
They should be held to a sensible level. Even 
the young and active may find a dip before 
breakfast, a morning of horseback riding, an 
afternoon of tennis, a swim before dinner, 
dancing until one a.m., and watching the moon 
for another hour to be too exhausting. 

Exposure of white indoor skins too long to 
unaccustomed sunlight may result in painful 
burns or even generalized illness, especially 
in high altitudes where the atmosphere does 
not filter out the ultraviolet rays, or in the 
tropics. Early morning and late afternoon, the 
sun is less powerful than at midday. 

Automobiles, motorcycles or bicycles, boats, 
planes, ski lifts, mountain trails, fishing and 
hunting paraphernalia, riding horses, pools 
and beaches all are wonderful aids to a good 
time and a refreshing vacation—when properly 
used. Misused or abused, they can be danger- 
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ous or deadly. When in doubt, it is always 
better to play it safe than to take a chance and 
be sorry. 

It is usually better not to start a trip the first 
day of a vacation or to return the last day. This 
leads to hurry and flurry, adds to fatigue and 
interferes with the proper planning of the vaca- 
tion beforehand and the equally important 
mopping up afterward. One may expect more 
pleasure even in the shortened time by avoiding 
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pressures before, during, and after the vacation. 

Where it is impossible to take a vacation in 
one parcel of time, the long weekend may be a 
necessity. Much depends on the nature of the 
individual’s work and responsibilities. What- 
ever the arrangement, the important point is 
that every person should have a vacation for 
the sake of his physical and emotional health 
and to make him easier for family, co-workers, 
and friends to get along with. 


CHAPTER FIVE 


VACATION HEALTH AND SAFETY 


Howiay FUN begins with anticipation. But 
healthy holiday fun should begin with some 
good family organization, cooperation, and 
planning, too. Adequate planning well ahead 
of time will prevent ruffled tempers at the last 
minute and will help make your family’s vaca- 
tion a pleasant memory. Accidents and illness 
don’t take vacations, but forethought and plan- 
ning may prevent them from accompanying 
you and your family. So you won’t need a 
vacation when you get back, take your time, 
leave your home and office cares behind, and 
pace yourself during your holiday. 


Before Leaving 


A full safety check of your home before you 
leave may save you worry during your vacation 
and regret when you return. Plan your safety 
check well in advance. At the last minute— 
and during the excitement of leaving—you may 
overlook potential hazards. 

Several days before you leave, cancel all 
deliveries of milk, laundry, cleaning, and news- 
papers. Arrange with the post office to hold 
your mail, or to forward the first-class mail and 
hold the rest. These steps prevent the house 
from showing that you are absent and thus dis- 
courages burglars. A lighted house is advisable, 
especially one where the lights go on and off. 
This is readily arranged with electric timing 
clocks; one in a bedroom and one in a down- 
Stairs room or bath, timed at differing intervals, 
will make the house look occupied in your 
absence. 

It is also good foresight to notify the police 
that your house will be unoccupied. If you 
have relatives or good friends who will look in 
once in a while, that helps too, but the police 
should know about it. A friendly neighbor may 
be asked to keep a key in case of the need for 
emergency entry in your absence. Valuable 
objects such as silver and jewels should be 
Stored in your bank. 
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Remove all accumulated waste from bas- 
kets; destroy any oily rags or flammable liq- 
uids. Disconnect electric appliances and lamps 
except those on the time-clocks, including the 
radio and TV. Be sure stove burners are turned 
off. Dispose of all perishable food. Close water 
faucets tightly. Lock all doors and windows. 
In cold weather, adjust the thermostat on 
the heating system to maintain a temperature 
which will prevent freezing of water pipes and 
toilets. 

If possible, arrange for cutting of lawn or 
shoveling sidewalks and driveway, depending 
on the season, as a further means of suggesting 
that someone is at home. 

These precautions will put your mind at rest 
while you vacation and, in that sense, they are 
real health measures. 


Traveling 


Whatever the mode of travel, the goal is a 
sensible trip that takes everyone’s comfort, 
safety, good health, and enjoyment into con- 
sideration. Excessive hours of daily travel lead 
to fatigue, uncertain tempers and, possibly, 
accidents. More casual travel, without a stiff 
schedule of things to do and see, will assure a 
more relaxed and enjoyable trip. 

The best time to find out something is wrong 
with your car is before you leave—not after 
you are under way. A week or so before you 
plan to leave, take your car in for a thorough 
safety check, that includes brakes, battery, 
tires, headlights, tail and stop lights, direc- 
tional signals, steering mechanisms, exhaust 
system, horn, and emergency brake. 

When packing the car, keep items which will 
be used during traveling hours within easy 
reach. However, leave the rear view clear and 
guard against flying objects on sudden stops by 
keeping all objects off the rear window ledge. 
Leave adequate leg room on the floor. 

The trip will be more bearable and relaxing 
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for small children if pillows and blankets are 
provided. Books and games will help entertain 
them on long trips. Make frequent stops—at 
least every two hours—to refresh yourself and 
to let the children blow off steam. 
Depending on the number in the party, their 
ages and states of health and vigor, and the 


spaciousness and comfort of the vehicle, daily 
mileage may range from a leisurely 200 to as 
much as 400 without placing too much strain 
on the physical and emotional resources of the 
travelers. Anything above 400 miles a day 
becomes a burden for many, though some 
enjoy going farther and faster. An occasional 
two-night stop at intervals of two or three days 
helps to provide rest, a chance to see the sights, 
and time to catch up with the laundry. 

In extremely hot weather, travel is most 
comfortable in the morning, before the sun is 
high, and in the late afternoon or early evening. 
In general, safety calls for avoiding night 
driving, except when deserts are to be crossed. 
Then the relatively cooler air of the night is an 
advantage. Air conditioning or drip-cooling 
of the car adds to passenger comfort and the 
prevention of fatigue. In dry or desert places, 
a desert water bag or two may be required, 
both for drinking and to replenish the radiator. 
Keeping the gasoline tank well filled may pre- 
vent running out of gas; and this can be more 
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serious than merely an inconvenience if elderly 
people or children have to be left in a car 
exposed to hot sun or to severe cold. 

Clothing for a trip should be casual and 
comfortable, and provide for either extremes 
of heat or cold. At least two pairs of sturdy, 
comfortable, and “broken-in” shoes are essen- 
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tial for a trip which includes any appreciable 
amount of walking. So are hats to shield you 
against the sun, especially in high altitudes, 
and suitable rainwear. Sunglasses should be 
available for those who require them and 
should be of good quality, with ground-in cor- 
rection where required. 

Disposable handkerchiefs, paper towels, 
disposable diapers also help to lighten the 
maintenance chores along the way, and con- 
tribute to a trip that will be truly restful. 

Motion sickness is a sensitivity to move- 
ment, acceleration, or deceleration. It can put 
a damper on an otherwise enjoyable trip by 
ship, plane, train, car, or bus. Much of the 
time this miserable experience can be avoided 
if susceptibility is known. The person who has 
this difficulty should prepare for a trip by not 
eating or drinking too much before or during 
the ride. When traveling by plane or ship, try 
to get a place where motion is at a minimum— 
a midship cabin on a lower deck on shipboard 
or a seat between the wings of a plane. Activi- 
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ties requiring close eye attention such as read- 
ing or playing cards may aggravate or even 
cause motion sickness. Often fresh air will help 
to relieve nausea. Your physician can tell you 
about medicines available for motion sickness 
prevention, and how and when to use them. 

The first aid kit—which is a good thing to 
have in your car at all times, not just on trips— 
may be purchased ready-packed at many drug 
stores, or it can be made up at home. It should 
consist of: 

A metal box with a good catch or combina- 
tion lock (key locks are no good because you 
may lose the key); 

A first aid manual (AMA, Red Cross or 
Boy Scout); 

A bandage scissors or other blunt-pointed 
scissors; 

A fever thermometer; 

One or more disposable enema packages; 

A roll of one-inch finger bandage; 

A roll of two-inch roller bandage; 

A tin of finger bandages and “spots” of 
varying size; 

A plastic bottle of tincture of green soap; 

A package of double-ended cotton appli- 
cators; 

A cotton “picker” package; 

A package of sterilized gauze squares in 
envelopes; 

A roll of one-inch zinc oxide adhesive 
plaster; 

A plastic bottle of eye-drops as prescribed 
by your doctor for use after a long, dusty, 
sunny, drive; and 

An 8-ounce plastic bottle of isopropyl alco- 
hol or 70 per cent grain alcohol for skin dis- 
infecting. 

Travel by bicycle is not so common in this 
country as in Europe, primarily because we 
have no comparable cycle roads and our 
motor traffic is much heavier. However, bi- 
cycle vacations are possible for the young, and 
for the more vigorous older persons. Cyclists, 
obviously, must travel light, usually stopping at 
hostels, motels, or camps. Cyclists should 
avoid the busier highways; they are not per- 
mitted on the turnpikes and toll roads. They 
should certainly familiarize themselves with 
bicycle safety. (See Part VII, Chapter Three.) 


The Handicapped Traveler 


The time may come when a handicapped 
person must travel. Or he may choose to see 
the world in spite of his handicap. He then 
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requires special medical advice before he 
starts, and must do some extra planning in 
terms of his handicap. He may have to make 
arrangements in advance for wheel chairs, if 
required, or he may carry a collapsible one 
with him. He will need to go by routes and 
stay in accommodations where attendants are 
available to assist him. The Travelers’ Aid 
people in most cities can be called upon to 
help. Hospital arrangements for special serv- 
ices needed may have to be made in advance, 
or physicians alerted in stopping places or at 
the destination. In such instances, a good 
travel agency can be extremely helpful. Where 
the handicapped person forms one of an auto- 
mobile party, his needs will readily be met by 
his companions, presumably relatives or close 
friends. 


Food and Lodging 


Travelers and vacationers on the move may 
be more subject to bodily disorders than are 
the same persons in their daily routine at home. 
The places you choose to eat and stay may 
make the difference between a family of ex- 
hausted, deflated travelers and one of comfort- 
able, alert travelers. Although tension and 
excitement may manifest themselves in stom- 
achaches or headaches, often the changes in 
food and water will have as much or more to do 
with the way you feel and how much you enjoy 
your vacation. 

Sub-standard food and lodging establish- 
ments should obviously be avoided. Use com- 
mon sense in selecting a place for your family 
to eat and stay. Select a clean restaurant, 
cafeteria, diner, or drive-in; many of these bear 
well known labels of recognized quality. 
Health authorities in many states post ratings 
in a prominent place in the establishment. Such 
a rating doesn’t guarantee excellence in food, 
but it does indicate that equipment and general 
sanitation meet minimum standards. 

Generally you can tell from the appearance 
of the establishment whether or not to take a 
chance on eating there. Have someone in the 
family go inside first to check out the general 
appearance, looking for uncovered food or 
other obvious signs of uncleanliness. These 
will be a fairly good indication of the con- 
scientiousness of the operator. If your family 
plans to use the rest rooms, check these out 
too. It you have any qualms whatsoever, leave 
and find another restaurant; there is no need 
to take unnecessary chances with illness. Also, 
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public rejection can do much to raise sub- 
standard sanitation facilities in food and lodg- 
ing establishments. 


Caution: Food and Water 


Travelers are likely candidates for food 
poisoning and infection. A breakdown in 
proper safeguards for food preparation and 
service can cause either during any season of 
the year. During the summer months, however, 
the risk is greater, since heat and improper 
refrigeration may combine to spoil food. 

The best safeguard to follow to avoid food 
infection or poisoning is to avoid certain foods 
which are more likely to cause such effects, 
unless you can be absolutely sure of the eating 
spot. These foods include: ground or mixed 
combinations of foods not cooked immediately 
before being eaten such as meat spreads 
(chicken, ham); potato, sea-food, and egg 
salads; cream or custard-filled pastries; cold 
sliced meats, including cold cuts; creamed 
dishes; undercooked meats—particularly poul- 
try and pork; and custards. Such foods are not 
dangerous if proper methods of preparation 
are followed. But even a slight breakdown in 
preparation, handling, or refrigeration of these 
foods provides an opportunity for contamina- 
tion and bacterial growth. If in doubt, always 
ask if the milk or cream is pasteurized. If it 
isn’t, don’t drink it; many serious illnesses can 
be spread through raw milk and cream. If it 
is necessary to drink milk or cream in an area 
where they are not pasteurized, ask for canned 
or packaged dry milk or cream. 

The safety of water supplies in U.S. cities 
usually can be taken for granted. In some 
parts of the world, however, or in any recently 
flooded area, bottled soft drinks are usually 
less risky than the local water. Typhoid fever 
and diarrhea are both waterborne diseases 
which may be avoided by assuring safe water. 

Wild plants, including berries and mush- 
rooms, can be particularly dangerous to the 
traveler making frequent stops along the road- 
side. Although they may be tempting, wild 
plants are best left alone. In particular, learn 
to identify and avoid poison ivy and oak. 

A portable icebox that will fit in the trunk of 
the car or on the floor in the back seat is a good 
investment for travelers planning to carry their 
own food. Snacks such’ as fruit juice, fresh 
fruits or vegetables, cookies, crackers, and soft 
drinks make car travel much more fun for 

youngsters, and are fine refreshment for adults 
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as well. Take care, however, to avoid bringing 
meat salads and other perishable foods which 
may serve as good media for bacterial growth 
under improper refrigeration. Although port- 
able iceboxes will help keep foods cool, they 
are makeshift and cannot be relied upon to 
inhibit bacteria growth. Buy only as much food 
as you will eat within a relatively few hours and 
discard any leftovers. 


Avoiding Infectious Diseases 


Any number of infectious diseases may 
plague a traveler. For sure protection, see that 
immunizations for all communicable diseases 
are up-to-date for each member of your family. 
These should include immunizations against 
diphtheria, tetanus, polio, measles, smallpox 
and, for children, whooping cough. Ask your 
physician about any special protection you 
might need before traveling into certain areas, 

If a member of the family is taking any 
special medicine prescribed by a physician, 
make certain to have an adequate supply for 
the entire trip. It will be a good idea to ask 
for an extra prescription, too, in case the 
bottle is broken or is left somewhere. Most 
common drugs can be purchased along the way 
as needed. 

Your health and the way you feel during 
your holiday is probably the most important 
factor in determining the success of your trip. 
In the excitement of vacation preparations, 
do not overlook any aspect of the family’s 
health that may cause problems during the 
trip. This may mean a trip to the dentist to 
guard against toothaches, and an extra pre- 
scription for eyeglasses, in case of loss. In 
planning where to go, the family should con- 
sider allergies and possible reactions to high 
altitudes. 

High elevations, excessive heat, and high 
humidity can make a stay uncomfortable for 
persons with heart trouble or difficulty in 
breathing. Check with a physician about any 
special problems concerning a member of the 
family who has been ill or is an older person. 
Planning for special limitations in advance will 
assure everyone of a more enjoyable vacation. 


Summer Vacations and Travel 


Summer, when children are out of school 
and the weather is warm, is the most popular 
time for vacationers to take to the road. With 
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relaxation and recreation foremost, summer 
vacations offer swimming, boating, camping, 
hiking, and other outdoor sports. Along with 
the out-of-doors, however, comes the possi- 
bility of accident or disease which may mar or 
bring your vacation to a sudden and unex- 
pected end. Some thought beforehand may 
prevent summer accidents from happening. 

Swimming, probably the most popular of 
summer sports, can be a healthful, stimulating 
part of the summer vacation. On the other 
hand, swimming can be one of the most dan- 
gerous of outdoor pastimes. Healthful swim- 
ming should begin with clean, sanitary water. 
Water furnishes an easy and quick means of 
transmission for many disease organisms, and 
inevitably swimmers will swallow some water. 
Swim only in approved areas where the water 
is clean and free from pollution. 

Swimming can be dangerous. Deaths from 
drowning can occur at any age. Inability to 
swim, inexperience, carelessness, poor judg- 
ment, or lack of supervision are cause of most 
water accidents. Infants and toddlers need 
constant supervision by adults who themselves 
practice good water safety rules. 

The water should be respected and swim- 
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mers should know their limitations. The depth 
of the water should be checked and hidden 
rocks and stumps looked for before diving. 
Swimmers should always have someone else 
along and, preferably, swim where a lifeguard 
is near. And remember that salt water and surf 
can be more tiring than swimming in a quiet 
pool or lake. 

In case of trouble, swimmers should remain 
calm, assume a face-up floating position, keep- 
ing their hands under water and moving their 
feet and hands slowly. Every member of your 
family should know mouth-to-mouth resusci- 
tation procedures. (See Part IX, Chapter Two.) 

Boating is increasing as a family summer 
pastime all across the nation. This boom in 
boating has also increased the potential hazard 
from drownings. With boat traffic getting heav- 
ier, boat operators must understand and prac- 
tice safe boating practices. 

Boating equipment should be checked be- 
fore leaving shore. Essential safety equipment 
fora boat includes an anchor, a fire extin- 
guisher, oars, a horn, running lights, a mirror, 
and a first aid kit. A life preserver should be 
provided for each person aboard; nonswim- 
mers should wear them at all times. Some states 
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require such equipment before boats can be 
licensed for hire. 

Most boating accidents involve faulty op- 
eration, negligence, or ignorance. The operator 
should know his boat, keep his mind on 
business, and operate the boat according to 
nautical rules. And by all means stay ashore in 
threatening weather. 

If water skiing is on your list of water 
activities, make certain you and other members 
of your family who might try the sport know 
how to swim. There should be at least two 
persons in the boat when pulling water skiers. 

Good physical condition is a prerequisite for 
water skiing, and the skier should practice 
basic maneuvers before adding new or ad- 
vanced skills. A life jacket or belt should be 
worn to conserve energy. In case of a fall, the 
skier should stay with the skis and signal the 
observer in the boat that he is all right. Ski only 
during the daytime, never at night. 


Sun and Heat Protection 


An attractive, golden tan can not be ac- 
quired during the first day on the beach. Begin 
the first day with about 15 to 20 minutes of 
exposure, and then extending the period in the 
sun each day. Painful burns can be caused by 
wind as well as the sun, and even on cloudy 
days it is possible to overexpose oneself to the 
rays of the sun. 

Too much exposure to the sun can also 
cause sunstroke or heat prostration. Anyone 
can be affected, but older persons, persons with 
high blood pressure, and chronic drinkers are 
most likely to be affected. Usually sunstroke 
or heat prostration can be prevented by wear- 
ing head coverings in hot sunshine, avoiding 
strenuous exercise on hot days, wearing light, 
loose clothing, and avoiding too much to eat 
or drink. Take sufficient liquids and salt foods 
freely. 

Swimmer’s itch (schistosome dermatitis) is 
caused by small parasites in the water, usually 
in lakes. It occurs in all northern states from 
coast to coast, as well as in the extreme south. 
Salt water bathers in the seaboard states have 
also been known to get swimmer’s itch. The 
Parasites burrow into the skin when you come 
out of the water, and may cause a prickly 
feeling. Welts resembling mosquito bites usu- 
ally appear within about 24 hours, but may 
take up to 2 weeks to appear. Often swimmer’s 
itch is mistaken for poison ivy rash or chigger 
or other insect bites. 
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The parasites must live part of their life in 
certain fresh water snails. The best way to 
avoid swimmer’s itch is to stay out of lakes 
when the parasites are emerging from the 
snails. Usually these lakes give little trouble in 
early spring or late summer. If you do swim in 
parasite-infested waters, swim as far away 
from the snail beds as you can. Short dips 
reduce chances for exposure. When you come 
out of the water, give yourself a brisk rubdown 
with a towel—you may be able to rub off the 
parasites before they burrow under your skin. 

Many hotels and motels now have swimming 
pools. It is important in using them to follow 
the safety rules laid down by the management, 
as well as those requiring showers before en- 
tering the pool. A protection against the fun- 
gus infection commonly known as athlete’s 
foot is to wear bath sandals when not actually 
swimming. It is also a good idea to wear shoes 
or slippers at all times when staying in hotels 
and motels, since the athlete’s foot fungus is 
found in carpets and rugs as well as in gym- 
nasiums and locker rooms and around pools. 
A soap and water shower after swimming is 
as good a protection as any against fungus 
infections of the feet. Careful drying of the 
feet, particularly between the toes after bath- 
ing, is also important. 


Camping and Hiking 


To some, living in the woods is one of the 
most enjoyable and relaxing vacations. Proper 
planning and adequate precautions against 
potential health hazards can make the camping 
trip relatively hazard-free. The trick is to make 
the camp a well-managed and safe one rather 
than a haphazard one. 

Consider the equipment carefully, including 
bedding and tents, also your clothing, cooking 
equipment, and food. Sleeping bags and air 
mattresses provide more warmth and comfort 
than cots; and the enjoyment of camping de- 
pends a great deal upon a good comfortable 
bed. Select clothing with regard to season, 
freedom of movement, and protection from 
insects, briar, and heavy brush. Be sure to in- 
clude rain jackets and proper sleeping clothing. 
i Adequate meal planning for a camping trip 
is of paramount importance. The camper’s 
health depends much upon well-selected and 
substantial foods. Precautions must be taken, 
however, for safe preservation of all foods 
taken on the trip. Remember that potential 
health hazards exist when foods are refriger- 
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ated on a makeshift basis, or left exposed to 
flies or rodents. 

Running water is not necessarily clean 
water. Campers should use water only from 
springs and wells that have been declared safe. 
If necessary to use water from creeks, lakes, or 
rivers, boil it before use, or use water purifica- 
tion tablets. 

As in most outdoor summer activities, plan- 
ning ahead is an important aspect of safe hik- 
ing. Good physical health should be a pre- 
requisite. The route to be taken should be 
selected in advance, and all members of the 
group briefed. Equipment should include a 
first aid kit, comfortable shoes, matches in a 
waterproof container, a compass, rainwear, 
and an ax or hatchet. Safety practices to be 
observed by each hiker are: remain with the 
group; wear proper clothing; carry pure water; 
avoid eating unfamiliar wild berries or fruit; be 
able to recognize poisonous plants and ani- 
mals; know signals and rendezvous points in 
case the group becomes separated. 


Emergency Medical Help 


Despite all precautions, there is always the 
chance that someone in your family may be- 
come ill or be injured while you are on vaca- 
tion. When you need medical help in a strange 
town or area, call the nearest hospital or look 
in the yellow pages of the telephone book. For 
recommendations, call the county, parish, dis- 
trict, or city medical society, or check with the 
local health officer or public health nurse. 
Emergency medical services are best procured 
in a strange community through the hospitals; 
doing so prevents your falling into the hands of 
unethical or unqualified practitioners. In larger 
cities, the local medical society is listed in the 
telephone directory, usually under the name of 
the county. It may also be listed under “medi- 
cal society” or “academy of medicine,” and an 
additional listing may be found under “emer- 
gency medical service” or “physicians tele- 
phone service bureau.” The local health depart- 
ment is also a source of information. When you 
do get in touch with a physician, take his ad- 
vice; don’t disregard what he says merely 
because he is a stranger. 

In this country it is not necessary to carry 
reserves of ordinary drugs, but a copy of any 
essential prescription is a safeguard in case of 
loss, breakage, spoilage, or other need for 
replacement. You should remember, however, 
that drugs not commonly called for may not be 
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in stock in outlying community pharmacies. 
Liquids should be carried in plastic bottles 
rather than glass. A medical identification 
card may be useful, especially for diabetics or 
epileptics, and the emblem should be worn if 
an emergency is likely (see Part IX, Chapter 
One). Individuals requiring medical services 
en route, such as blood sugar tests for diabet- 
ics, can get them at almost any hospital, usu- 
ally without prior appointment. 

Communicable diseases are less of a prob- 
lem than they used to be, but families traveling 
with children may wish to avoid epidemic 
areas. They can get advance information about 
these by writing to their own State Board of 
Health, giving their proposed route or by 
telegraphing and authorizing a collect reply. 

Perhaps the most important factor in suc- 
cessful travel, especially with your family or 
other groups, is the ability of everyone to take 
things as they come, make the best of bad 
breaks, and get fun out of any mishaps that 
are not serious. A relaxed and happy atmo- 
sphere contributes not only to enjoyment but 
also to safety, especially on the highway. This 
is doubly important toward the end of the day, 
when everyone is tired and some are inclined to 
be edgy. 


Insect Bites and Poisonous Plants 


An effective insect repellent applied liberally 
to exposed parts of the body is your best pro- 
tection against most insects. Available in either 
liquid or spray form, the repellents are not 


248 


harmful to human skin or to clothing, but they 
do produce an odor very disagreeable to 
mosquitoes. Protective clothing during the day 
and mosquito netting at night will help, too. 

If you camp or hike in areas where ticks 
abound, cover yourself as well as possible. Tick 
repellents, usually in powder or spray form, 
are available to treat clothing. At least twice a 
day, check your hair and skin. If a tick is at- 
tached to your skin, pull it off gently, prefer- 
ably with tweezers, or use paper or cotton. A 
drop of turpentine may cause the tick to back 
out, dislodging itself. After removing the tick, 
disinfect the bite with alcohol or some other 
antiseptic. Never crush a tick between your 
fingers or fingernails. 

Adequate clothing is the best protection 
against bee stings and chigger bites. Try to keep 
children away from holes in trees and other 
obvious places where bees gather. A paste of 
baking soda and water will soothe a single 
sting, but contact a physician if someone gets 
many stings or if severe swelling develops. 
Chiggers are common in grassy and brushy 
areas, and usually cling to the legs. Wash with 
soap and sponge with alcohol after hiking in 
such areas. Do not sit down or be in the grass 
where chiggers are likely to be found. Refrain 
from scratching the bites. Include in your first 
aid kit some soothing ointments to alleviate 
itching from any insect bites. 

To avoid trouble from poisonous plants, 
teach all members of your family to recognize 
and be on the lookout for poison ivy, poison 
sumac, and poison oak. If you know you’ve 
come in contact with such a plant, wash ex- 
posed parts as soon as possible with soap and 
hot water. 

There are few poisonous snakes in the 
United States, but some of them are very dan- 
gerous. Before venturing on foot into unknown 
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territory, the vacationer should check with a 
ranger, a licensed guide, or a well-informed 
local resident about snakes which may be 
encountered. Snakes are found in deep grass, 
about rocks, and sometimes in water. High 
leather shoes and heavy gloves are the best 
protection against snake bite. When exploring 
in unfamiliar territory, it is best to “poke 
around” with a stick rather than with the 
hands. This is also a safeguard against black 
spider bites. For first aid information, see Part 
IX, Chapter Two. 


Winter Vacations and Travel 


Vacations, holidays, and travel are not lim- 
ited to the summertime. Ski enthusiasts look 
forward to the bracing cold air as much as 
others look forward to sunny, sandy beaches. 

Special precautions are needed, however, 
while driving during the winter. Take along 
safety gear such as chains, shovel, snow tires, 
and extra gasoline, and stock the car with warm 
clothing, and some nonperishable foods, just 
in case you spend an unexpected night on 
the road. 

Most winter sports require good health and 
good physical condition. Your comfort, health, 
and safety depend primarily on advance train- 
ing and preparation and the clothing you take 
along. 

Inexperience and overconfidence, together 
with fatigue, probably cause most winter 
sports accidents. Whichever sport you choose, 
use common sense, and know your limitations. 
Dress warmly, but not so you'll get overheated. 
Wear loose fitting, woolen inner clothing and a 
windproof jacket. Mittens will keep your hands 
warmer than gloves. Wear goggles or sun- 
glasses to protect your eyes from glare, and take 
precautions against sun and wind burn. 


CHAPTER SIX 
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Good health is a prerequisite to safe and 
pleasurable travel. The international traveler 
should consult his physician as well as his travel 
agent. His doctor knows a traveler’s personal 
health needs and requirements, and if he can 
see the travel itinerary, can advise on appropri- 
ate precautions. 

Health and dental examinations before de- 
parting are wise, if these have not been per- 
formed within the past few months. Any medi- 
cal and dental needs should be identified and 
corrected before departing (nothing spoils a 
trip like a toothache). Even if a postponement 
becomes necessary, this will be better than hav- 
ing illness mar an expensive trip. 

Today “jet travelers’ malady” is not a myth. 
Rapid time changes that come with long jet 
trips east or west may throw one off physically 
and psychologically due to changes in the 
thythm of many body functions such as sleep, 
eating and elimination. 

It may take several days to get back on an 

even keel. An individual will experience a phys- 
iological change not only as a result of time 
change but of climatic changes as well. Air 
travel can be particularly tiring, and time 
should be allowed for a day of rest after arrival 
abroad. 
_ Modern aircraft travel rarely produces mo- 
tion sickness. However, travelers with a history 
of seasickness going by air or by sea can at- 
tempt avoidance of symptoms by taking anti- 
motion sickness pills. 


Immunization 


All travelers must have a valid certificate of 
smallpox vaccination. Every applicant for an 
American passport is given a yellow booklet 
labeled “International Certificates of Vaccina- 
tion.” The appropriate innoculations required 
by the area visited should be recorded in the 
booklet and have the stamp of approval by the 
local or state health officer. This should be 
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carried at all times with your passport. A small- 
pox vaccination within three years is required 
for all travelers for entry or re-entry into the 
United States from any place except Canada, 
Mexico, Bermuda, Bahamas, Jamaica, Cura- 
cao, Aruba, the British Virgin Islands, the Is- 
lands of St. Pierre and Miquelon, Iceland, 
Greenland and the Canal Zone. It is also re- 
quired for entry into most other countries. 

Vaccinations for cholera, diphtheria, 
plague, polio, tetanus, typhoid, and typhus 
may be required for travelers to areas of spe- 
cial risk. A doctor or the local health depart- 
ment can get information about vaccinations 
recommended for the traveler’s protection, de- 
pending upon his itinerary. Information also 
may be obtained from any Passport Office, 
most travel agencies or a United States Public 
Health Service installation. You may get your 
own copy of “Immunization for International 
Travel” for 35 cents through the Superinten- 
dent of Documents, Government Printing Of- 
fice, Washington, D. C. 20402. Each country 
has its own set of immunization requirements. 
Vaccinations are for both the traveler’s per- 
sonal protection and for the protection of peo- 
ple around him. 

It would be well to give the doctor 6 weeks 
to 2 months advance notice of your trip since 
some vaccinations can cause discomfort for a 
short time. Also, there are some vaccines that 
are not readily available to the doctor or to 
local health authorities. 


Eating and Drinking 


Every traveler needs to know about the 
safety of the water and food in the countries he 
is going to visit. Now most countries have a 
sanitation code to protect their own people. 
There still are many countries where special 
precautions are needed. In case of doubt, check 
with the local American embassy or consultate. 

Conditions under which the native popula- 
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tion remains healthy may not be equally 
healthful for strangers who encounter new 
foods, new seasonings, and new germs. Except 
in large cities and well-known hotels, it is often 
safer to eat only freshly cooked foods. Avoid 
salads and raw berries, fruits, or vegetables, un- 
less they can be peeled. Even washing is not al- 
ways a complete safeguard. 

Meats should be ordered well done and large 
roasts should be avoided, since rare meats are 
an invitation to tapeworms and other parasites. 
In certain areas no dairy products are consid- 
ered safe for eating because there is no pas- 
teurization and the animal source of the prod- 
uct may be infected. 

Great care should be taken regarding the 
safety of drinking water. Clean water that has 
been recently boiled in a clean container or 
bottled carbonated beverages or waters, wine 
and beer with an unbroken seal, and hot bouil- 
lon, tea and coffee are usually acceptable and 
considered safe. In some countries milk should 
not be used unless it has been brought to a boil 
for at least one minute in a clean container. If 
the water is not potable, you should not brush 
your teeth with it. Ice made from contaminated 
water is still contaminated, since freezing does 
not kill bacteria that cause intestinal diseases. 
Alcoholic beverages are not disinfectants. 
Whiskey does not disinfect contaminated wa- 
ter, soda or mix. Such chemicals as tincture of 
iodine or commercial water purification tab- 
lets, which can be obtained in most drugstores 
in the United States with instructions for use, 
may be used for sterilization. 

Eating should not be a problem if discretion 
and moderation are observed. Most major 
cities throughout the world have restaurants 
that observe the same standards for food and 
sanitation that prevail in the United States. 
However, if you suspect that the food offered 
has not been cared for properly and washed or 
cooked thoroughly, don’t eat it. 

Many travelers suffer from short-term diar- 
thea. If this affects you and it does not clear up 
within 24 to 40 hours and is accompanied by 
nausea or a fever, a doctor should be con- 
sulted. To help prevent diarrhea due to a 
change of food, water, fatigue and habits, the 
traveler should get sufficient rest, avoid highly 
seasoned and exotic foods and make an effort 
to eat foods that approximate “home fare” as 
much as possible. Local alcoholic drinks should 
be sampled judiciously. In the event of an upset 
stomach or diarrhea, the patient should im- 
mediately limit his diet to toast and strong tea. 
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Some travelers wish to carry a supply of medi- 
cines with them to overcome mild intestinal 
infections which are often caused by staphy- 
lococcal toxemia associated with poor refrig- 
eration and lack of kitchen cleanliness and the 
tendency of the traveler to eat foods that he 
would not normally eat at home. Such medical 
preparations should be discussed with the phy- 
sician before departure and the appropriate 
drugs and advice procured through him to- 
gether with clear instructions for their use. 


Locating a Doctor 


When the international traveler needs a doc- 
tor, he usually desires a good general physician 
who has a knowledge of English. The traveler’s 
own doctor might know of a physician in the 
country which is to be visited. Sources to check 
in a foreign country are the American embassy 
or consulate, the Red Cross, travel agencies, 
the police, medical associations, hospitals and 
clinics, American business or cultural institu- 
tions, church and mission groups, American 
armed forces installations, and the American 
Express. Wherever one goes in developed 
localities, he may expect to find a doctor who 
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will be able to take care of his health problem. 
One need not feel hesitant about consulting a 
physician in any foreign country. In case of 
need, your personal physician in the United 
States is only a telephone call away. To have 
your medical record with you if you have any 
medical problems is a must. Also carry such in- 
surance information as your hospital identifica- 
tion cards, policy numbers and the name and 
address of your health insurance company. 

If the name of a physician in a particular 
country is desired before departure, write di- 
rectly to the International Association of Medi- 
cal Assistance to Travelers, Inc. (IAMAT), 
745 Fifth Avenue, Squibb Building, New York, 
New York. This non-profit organization will 
send you free of charge a directory of English- 
speaking physicians, both internists and spe- 
cialists in all fields of medicine, from a panel 
ne is available 24 hours a day at reasonable 
ees. 


The Traveler’s First-Aid Kit 


Unless you are going on safari or into the 
woods or mountains away from population 
centers, or into remote and underdeveloped 
parts of the world, don’t load yourself down 
with a first-aid kit that takes space and adds 
weight, especially if you are flying. Ordinary 
drugs can be purchased in any major city 
around the world, and so can such medical 
supplies as finger bandages. Do take a clinical 
thermometer, a plastic bottle of 70 per cent 
grain alcohol or rubbing alcohol, and small 
vials of the everyday drugs you use. Other use- 
ful items are aspirin, milk of magnesia tablets 
to be used as a mild laxative or antacid, an 
insect repellent if going into mosquito country, 
a sunburn preventive and sunglasses—a neces- 
sity in some countries. 

If you are straying from the traveled paths 
of civilization, you do need a first-aid kit. The 
basic supplies are listed below, but it would 
be advisable to consult health authorities or 
experienced travel agents about special needs 
for particular areas you intend to visit. Carry 
Starred (*) items wherever you travel. 


1. A first-aid booklet— American Medical 


Association or American Red Cross. 

. Scissors—sharp pointed variety. 
. Tweezers. 

- A roll of sterilized cotton. 

. Sterile gauze—two inches wide. 
. Adhesive tape—one inch wide. 


Aunfwnd 


251 


7. Adhesive finger dressings. 
8. *Toilet paper or cleansing tissues. 
9. *Soap. 

10. Collapsible enema bag. 

11. Fahrenheit thermometer with case. 

12. *Flashlight. 

13. *Summary of medical history, partic- 
ularly for those with previous serious illness. 

14. Eyeglass prescription. 

15. *Spare denture, if you wear one. 

16. *Spare glasses, if you wear them. 

17. *Plastic bottle of 70 percent alcohol. 

A basic first-aid kit can be purchased at any 
drug store or notion counter in a department 
store. Replacements are available in all parts 
of Europe and in major cities elsewhere. 

Some travelers may want to carry additional 
medicaments depending on their personal 
health needs and the conditions in the coun- 
tries they intend to visit. Certainly everyone 
should carry any medicaments in current use. 
That is, patients with specific health problems 
should carry essential medicines and prescrip- 
tions for their refills abroad. Narcotic drugs 
(even paregoric for dysentery) cannot be im- 
ported or exported by federal law. If such items 
are recommended by a physician, specific and 
legible prescriptions will be required. 

Most important for the traveler who has a 
past history of illness or in the event of an ac- 
cident or sudden illness, is an emergency medi- 
cal identification card and perhaps a medical 
ID tag. (See Part IX, Chapter One. ) 

The traveler should check the climatic con- 
dition of the countries he will visit before 
selecting his wardrobe. In the tropics, clothing 
should be light in weight and color to help com- 
bat the heat and moisture. A hat or helmet 
must always be worn as protection against the 
powerful direct sunlight. In the colder coun- 
tries, clothing should help combat cold, damp- 
ness, and, in most places, the absence of central 
heating. The traveler can check with a travel 
agent or experienced traveler to be sure his 
wardrobe will fit the temperature variations of 
the places to be visited. The traveler should 
always carry a raincoat, sweater, or jacket and 
comfortable walking shoes. 

Sound health practices apply not only at 
home, but perhaps even more so when travel- 
ing abroad, or, for that matter, when touring 
in the United States. Whether one travels for 
business or pleasure, the trip will be more en- 
joyable and relaxing if the traveler remembers 
that good health and good sense go together. 
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CHILDREN’S CAMPS 


ALMOST EVERY CHILD has a thirst for ad- 
venture—a strong desire for new experiences, 
an urge to explore open fields, woods, and 
streams. Few activities, if any, provide greater 
opportunities for satisfying this urge than 
camping. The increasing number of school 
systems providing field trips as a part of the 
regular school curriculum is ample evidence 
that school authorities consider camping a 
valuable learning experience. The fact that the 
strong appeal of camping is not limited to chil- 
dren is apparent in the tremendous surge in 
family camping in our state and national parks 
and forests since the 1950’s. 

The increasing concentration of our popula- 
tion in large metropolitan areas has made it 
more and more difficult for a sizable percentage 
of children to enjoy the great outdoors. This 
situation has spurred the rapid development of 
camps which provide a seasonal camping ex- 
perience for countless thousands of youngsters 
each year. 

Perhaps the most important benefit the child 
gains from his camping experience is plain en- 
joyment. Removed from the daily routine of 
his home and school environment, he can thor- 
oughly enjoy the variety of activities the camp 
offers. He will develop new interests as well as 
a new appreciation of many of the activities in 
which he previously participated. 

Camping also helps the child to mature, to 
develop good sportsmanship, and a capacity 
for “ruggedness” when the going is hard. 
Camping makes an invaluable contribution to 
the child’s health. The regular health practices 

at camp will reinforce those he has learned at 
home. The returned camper should have a 
greater understanding of the importance of 
such habits as eating well and getting plenty 
of sleep. He should also have learned the value 
of taking part in physical activities. 
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The camp offers a living laboratory for 
learning to get along with others. The child 
makes new friends and learns to give and take 
in his daily relationships with his fellow camp- 
ers. He develops a sense of responsibility in 
learning to do things for himself and others. 
He also learns to adjust to a new environment. 
The city child will find the outdoor life a new 
and exciting experience, while a-child from the 
country will face social situations not met in 
his farm home. 

Spiritual values are also gained from the 
camping experience. In his daily contact with 
the wonders of nature, the child develops an 
increasing spiritual awareness. In his daily 
dealings with other campers he can be taught 
many moral and ethical values. 

One of the important values for the camper 
is the feeling of independence which comes 
from being away from his parents for the camp- 
ing period. This separation is good for both the 
parents and the child. He learns to do things on 
his own without depending on his parents or 
brothers and sisters for help. 

Another important learning experience to 
be gained from camping is that of good citizen- 
ship. The child lives in a camp environment in 
which democratic living is a necessity. He 
learns the importance of being a contributing 
member of this democratic society and thus 
learns through actual practice the responsibili- 
ties of a good citizen. 

The advantages just outlined accrue to most 
campers, and it is generally agreed that as 
many children as possible should have the op- 
portunity to attend a camp. However, children 
differ, and it does not follow that every child 
should necessarily go to camp. Those who have 
no interest in going, or have been and do not 
care to repeat, should not be sent anyway “for 
their own good.” There are other ways in which 
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the desirable influences inherent in camping 
can be brought into a child’s life. 


Selecting the Right Camp 


In choosing the right camp for a particular 
child, parents must consider several important 
factors relating to the camp’s equipment and 
facilities, program and leadership. This is true 
regardless of whether the camps being consid- 
ered are private or sponsored by public or vol- 
untary youth-serving agencies. 

The most important consideration is whether 
your child will have healthful living conditions. 
Parents must be assured that the eating facili- 


ties are sanitary. The meals must be well 
planned and the food prepared and stored 
under safe conditions. The water supply for 
drinking, bathing, and swimming, must have 
been determined to be safe through regular 
testing as required by local or state health au- 
thorities. In addition, the camp should employ 
acceptable sanitary methods for sewage and 
garbage disposal as approved by state or local 
health authorities. 

The camp sleeping facilities should be well 
spaced, comfortable, and well ventilated. There 
should also be assurance that campers are al- 
lowed enough time for sleep. 

It is most important that there be adequate 
provision for medical attention. It is highly 
desirable that the camp employ a registered 
nurse as a regular member of the camp staff. 
In any event, the camp should have a well- 
equipped infirmary and a doctor should be 
readily available in case of emergency. There 
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should also be an adequate program of com- 
municable disease control. 

The camp site should be free from serious 
physical hazards such as unprotected cliffs, 
swamps, and dangerous waters. Adequate 
safety equipment should be available to cope 
with a fire or waterfront accident. The camp 
staff should be trained to use this equipment 
and should know the latest and most effective 
accident-prevention methods. 

The kind of leaders the child will have at 
camp is a very important consideration. The 
camp director should be a person of integrity, 
with a sound background of good camp ex- 
perience and an understanding of children. The 
counselors should be mature (at least 19 years 
old), well-trained, and of high moral character. 
Each counselor should be the type of person to 
whom a child will turn readily for guidance. 
The camp standards suggested by the Ameri- 
can Camping Association should be observed. 
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Each counselor should be responsible for no 
more than eight campers. 

Parents should be concerned about the kinds 
of opportunities and experiences the child will 
have at camp. The camp program should be 
varied, well planned, and flexible enough to 
fit each individual camper’s need for self- 
expression. There should be opportunities to 
learn new skills not possible at home and also 
to develop further any skills already acquired, 
There should also be sufficient opportunity for 
comradeship with the other campers. The liv- 
ing groups should be small enough to give each 
child a sense of “belonging.” 

The camp should offer new and exciting 
experiences in outdoor living. They should be 
selected so as to maintain a high level of phys- 
ical and emotional well-being. There should 
also be ample opportunity for the child to 
develop leadership. 

Parents should concern themselves about 
the standards used for the selection of campers, 

since they determine the types of influence to 
which the child will be exposed. 

The general spirit of the camp is important. 
It should be a happy place. One of the best 


ways to evaluate this factor is to determine 
whether or not the campers want to return 
next year. 

One practical consideration is the cost of 
sending the child to camp. The parents should 
have some assurance that the child will receive 
a full measure of experience commensurate 
with the financial outlay. There are good camps 
at many price levels, the cost dependent upon 
length of stay, facilities available, and cost of 
leadership. Remember, however, that it costs 
money to operate a good camp. 


Preparing the Child 


In choosing the right camp, parents should 
assess carefully the child’s needs and capaci- 
ties. An important consideration is his readi- 
ness to leave home. He will be better prepared 
for the camping experience if he has already 
had a number of short stays away from home. 

Perhaps the child has a special need for 
security, for discipline, for a group living ex- 
perience, for independence, or for group 
awareness. Perhaps he needs special considera- 
tion because of some physical condition. The 
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parents must decide whether the child’s needs 
may be best met in a regular camp or in acamp 
especially designed for children with similar 
needs. 

Before making the final choice of camp for 
a child, parents should make every effort to 
visit the camp and talk with its director or 
counselors. This firsthand observation can 
provide a much clearer picture of the camp, its 
objectives, strengths, and weaknesses than will 
any number of brochures. It is also well to talk 
to some of the campers themselves and, if pos- 
sible, their parents. 

Parents should make sure the camp is a 
member of the American Camping Associa- 
tion and that it is sponsored by an organization 
which has high standards of its own, or has an 
established reputation. Such membership in- 
sures that the camp has been visited by the 
ACA Standards Committee and has been ac- 
credited under its National Standards Program. 
The Association publishes a national direc- 
tory of its accredited camps, which may be 
obtained for a nominal fee. 


Parent Responsibilities 


The responsibilities of the parents do not 
end with the selection of the camp. If the child 
is to have a pleasant camping experience, he 
must be prepared emotionally and mentally, 
as well as physically. One important part of 
this preparation is to talk with him about camp 
as a happy adventure. 

Parents should follow closely the directions 
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for preparation of the clothing and equipment 
the child will take with him. It is most impor- 
tant that he have a thorough physical examina- 
tion before leaving for camp. Parents should 
also give the camp personnel any information 
about the child that will help them enrich his 
camping experience. 

While the child is at camp, parents should 
write cheerful letters. It is important to follow 
the camp policy relating to such matters as 
visiting the child, sending food packages, and 
providing spending money. Following the rules 
regarding gift packages is important. Limits 
must be placed upon them because of space 
required for storage of extra articles. Food 
stuffs may spoil or may upset dietary practices 
in the camp. And if some campers have many 
extras and others have few, a feeling of in- 
equality may be created. 

Some metropolitan newspapers and national 
magazines provide a referral service or carry 
advertisements to assist parents in locating 
camps for their children. A few department 
stores in large cities also maintain school and 
camp bureaus or camp departments which offer 
assistance relating to camps. 

Sections of the American Camping Associa- 
tion also provide information about camps in 
their areas. A list of these sections can be ob- 
tained from the American Camping Associa- 
tion, Bradford Woods, Martinsville, Indiana. 
Organizations in your own community which 
maintain camps can also be helpful in review- 
ing standards and selecting camps for children 
or for whole families. 
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“EVERYBODY SHOULD have a good hobby 
for when he retires.” This statement sounds 
like good advice, and it can be heard at almost 
any time when retirement is being discussed. 
But it isn’t good enough advice. It is lacking in 
several important respects. 

The statement seems to suggest that hob- 
bies are all one needs for successful retirement, 
and that isn’t so. It implies that hobbies can be 
postponed until retirement is right around the 
corner. It suggests that hobbies are more im- 
portant than they really are for better health. 

A good hobby is perhaps a help to better 
emotional health, because it helps to release 
the tensions created by an active life. But it is 
not a cure-all; it is not enough in itself to satisfy 
an active-minded person in retirement, and it 
is just as valuable before retirement as after- 
ward. Moreover, it cannot be picked up when 
one retires, like putting on an old jacket instead 
of dressing up for the office. 

What is a good hobby? It must be something 
one likes, not something that somebody else 
Suggests one ought to like. What may be an ex- 
cellent hobby for one person may be exactly 
wrong for somebody else. It must be worth 
doing. Mere wasting of time by going through 
the motions of some useless activity does not 
constitute a good hobby. This does not exclude 
doing things for fun, because fun is important 
to good emotional health. But it does rule out 
making things that cannot be sold or even given 

away, unless the procedure gives the individual 
real pleasure and deep-down satisfaction. A 
good hobby must do the following things: 

It must help one to relax and put his prob- 

lems and perplexities into the background for 
the time being. 
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It must give real satisfaction in the activity 
itself. 

It should be more than a mere time waster. 

It should produce something worth produc- 
ing, either tangible or intangible. 

It should increase one’s knowledge and 
skills. 

It should cost no more than one can afford; 
it may even produce revenue. 

Hobbies are as varied as people. Some can 
play games and be happy—they enter shuffle- 
board tournaments, marathon bridge games, 
checkers, chess matches, or play bingo. Such 
activities are fine, if they fill the objectives out- 
lined above. But if play gets to be a bore, it 
isn’t any good any more. Some go for more ac- 
tive sports, in or outdoors—bowling, swim- 
ming, boating, fishing, volleyball, handball, 
golf, tennis, hiking, biking, gardening. All are 
good if they contribute to satisfaction with life. 
All are useless if they do not. 

Collecting offers a great field for developing 
a hobby, although some forms of collecting may 
be expensive. The collector may save anything 
from precious jewelry to pocket matchbooks. 
Some collectors’ items emphasize antiquity, 
some beauty, some rarity, some utility, and 
some just the collector’s personal interest— 
which is after all the best reason there could be 
for collecting. 

Just one topic may offer a variety of oppor- 
tunities for collecting. The music lover may 
collect records, musical instruments, original 
scores of famous compositions, programs of 
operas or concerts attended, or books about 
music and those who make it. He may play an 
instrument for his personal amusement or with 
a group in church or elsewhere, or sing in a 
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chorus, a church choir, or a barbershop quar- 
tet. He may even learn to compose. 

Other collecting areas offer similar variety. 
Developing skills may be a fine hobby, as in 
the case of the woman who learned to play a 
piano and to speak French. She never played 
in public and had no great need to know 
French, but she enjoyed making music for her 
own pleasure, and mastering a language fasci- 
nated her. Many people train themselves in 
skills outside their business and professional 
lines. Doctors, lawyers, and statesmen paint, 
invent mechanical gadgets, play musical in- 
struments, or study ancient history. Three 
prominent modern novelists, Somerset Maug- 
ham, A. J. Cronin, and Frank Slaughter, were 
doctors who found their best creative outlet in 
the writing of novels rather than in their basic 
profession. They began to write as a hobby, 
but the hobby took over. : 

Making things of beauty or utility is often a 
satisfying hobby, providing there is a real use 
for what is made—either through sale or by 
giving it away. Craftsmanship can be developed 
in wood, metal, leather, plastics, or other ma- 
terials. The almost lost arts of embroidery, 
lace-making, and weaving can be a source of 
great satisfaction, as proved by the wife of 
an English dentist. She weaves all the mate- 
rials for her family’s woolen clothes, including 
her husband’s and sons’ suits, and has even 
woven material for export. She enjoys the sat- 
isfaction of seeing her family clothed by the 
work of her hands. This is a genuinely intel- 
ligent use of a hobby. 

Among the best hobbies is service to others. 
This can be personal in nature, as was the case 
with the retired man who loved to tinker with 
things that needed repair. He went about 
among his neighbors doing repair jobs around 
their homes and would never accept any Te- 
muneration except thanks and a cup of coffee. 
He prepared for this by learning the necessary 
skills in his spare time before he retired. Serv- 
ice is needed by many organizations— 
churches, neighborhood houses, voluntary 
health agencies, and social service organiza- 
tions. This may be almost anything from stuff- 
ing envelopes for an education or fund-raising 
campaign to preparing meals or serving re- 
freshments, or even to ringing doorbells. Peo- 
ple with time on their hands have a great 
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opportunity to serve the political party of their 
choice by assisting at candidates’ headquarters 
or in the field. 

The aging and the shut-in offer a wide field 
for service by those who have time to spend in 
a constructive and heart-warming manner. 
These unfortunatés can be visited; small and 
helpful services can be performed for their 
comfort and convenience; their loneliness can 
be cheered by playing games with them or read- 
ing to them. By helping some one else, the in- 
dividual helps himself more; he may even find 
in unselfish service the key to better emotional 
adjustment for himself as he observes the suf- 
ferings of others and how they meet them. 

An important opportunity for service exists 
in hospitals, out-patient medical services, pub- 
lic health clinics, and immunizing stations. 
Here the shortage of trained and practical 
nurses can be eased by nurses’ aides, Gray la- 
dies, and clerical volunteers. Varying amounts 
of training and experience are needed for these 
activities, but a good hobby includes the learn- 
ing of new skills. 

A hobby need not be profitable financially, 
but there is no reason why it should not be. A 
skilled photographer can find outlets for his 
talents by entering photo contests, submitting 
pictures to newspapers, magazines, and photo- 
graph syndicates. He can take candid pictures 
at social events, picnics, weddings, and con- 
ventions. Other hobbies too may open the door 
to profitable adventure. 

A hobby cannot be picked up overnight. It 
should be the logical outcome of developing 
interests, which may be expanded when there 
is leisure time during vacations or when retired. 
A good hobby can be an emotional lifesaver 
during times of unemployment or work slow- 
downs. It offers a means of relaxation when 
pressures threaten to build up too much, and 
it may help to cushion the shock of crises or 
bereavements. In short: 

It is important that a hobby be something 
worth doing. 

It is important that it be chosen and started 
before the need for it is urgent. i 

It is important that a hobby give satisfaction, 
relaxation, and contentment to the one who 
practices it. 

It is unimportant what other people think of 
your choice of a hobby. It’s your life, not theirs. 
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CHAPTER ONE 


SAFETY IN THE HOME 


ACCIDENTS RANK fourth as a cause of death 
in the United States each year. Most important 
for parents, is the fact that more children be- 
tween the ages of 1 and 14 years die as a result 
of accidents than of the next six causes of death 
combined. And accidents in the home each year 
are responsible for more deaths than tubercu- 
losis, diphtheria, polio, syphilis, rheumatic 
fever, appendicitis, and murders combined. 
This is a startling fact often overlooked in the 
barrage of popular literature on health. During 
the past 15 years, while medical science has 
made astonishing strides in the reduction of 
deaths from certain diseases, there has been 
only a slight reduction in the death rate due to 
accidents. 

Parents naturally want to protect their fami- 
lies from disabling and fatal mishaps, and 
parents are in a key position to do so. In fact, 
they occupy the key position. No teacher, no 
physician can do as much to promote home 
safety as parents can. 


Safety is Common Sense 


Let us suppose that the homemaker is cook- 
ing dinner. She is working from the stove to the 
sink, from the refrigerator to the dining room 
table. She fills a pan with water and sets it on 
the stove to boil. She sets it down just as she 
holds it—the handle jutting out dangerously 
over the edge of the stove. She doesn’t give the 

‘procedure a moment’s thought. She has al- 
ways done it that way. 

Along comes a two-year-old. Like all two- 
year-olds, he’s curious. He talks in that semi- 
jabber, semi-understandable speech of his 
while his mother dashes around murmuring, 
“huh, huh, yes Johnny” at odd moments, 

It’s natural for him to want to see what’s 
going on. It’s just as natural as for the cook to 
have one ear open for the sound that warns her 
the water is boiling. Johnny hears it too. He 


260 


reaches for the pan, pulls it towards him to see 
—and over it goes. 

What would be the common-sense safety 
practice in this instance? Turn the handle of 
that pan slightly inwards from the edge of the 
stove so that Johnny can’t reach it. 

This common-sense attitude, consistently 
maintained can make the day—every day— 
free of accident. It is nothing more nor less 
than plain horse sense to keep a wary eye out 
for the multitude of big and little things that 
somehow manage to get left on the floor or 
stairs each day when there is a house full of 
youngsters. 

But isn’t it more sensible to keep those trip- 
ping hazards off the floor and stairs? This can 
be done, of course, by making the mother a 
semi-martyr who picks up after her family 
constantly all day long. Adults expect to pick 
up after themselves, of course, but why should 
parents not enlist the aid of the whole family 
and make them a party to this safety idea? 

In many situations children can share in 
adult activities by working alongside their 
parents. Men who are handy at the work bench 
can let their sons work along with them. Moth- 
ers can give their daughters opportunities to 
work in the kitchen with them as they grow up. 
In situations like these, parents can find natu- 
ral ways to teach lessons in the safe handling of 
tools and equipment. For instance, if a girl 
spills a little water or grease on the floor, 
mother can teach her to wipe it up immediately 
to prevent a fall. If adults do this as a matter of 
course when they are working in the kitchen, 
the chances are children will do likewise, for 
children are imitators. 

If parents make sure that their own ways of 
doing things are reasonably safe, their children 
will be more likely to develop safe practices. 

Of course, parents cannot prevent every 
mishap. Even if they could, they would succeed 
only in making a child timid and dependent. 
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But the large majority of serious accidents can 
be avoided if parents know where the common 
dangers lie and take steps to eliminate them. 


Falls 


Not only for the children’s sake, but for 
adult safety as well, it is best to start at once by 
making the home as safe as possible. Each year 
some 29,000 persons are killed in home acci- 
dents. Nearly half of these deaths are caused by 
falls. What can be done to eliminate hazards 
that might produce a fall? A good start can be 
to make a tour of the house and yard and list 
all the things that need correction. Then, as 
soon as possible, correct the hazards. 

What to look for? Starting with the yard, one 
should see that no fallen branches lie across the 
pathways, that the sidewalks are in good con- 
dition, that the back and front porches and 
steps are in good repair. 

Window screens should be securely fastened 
when they are set in place for the summer sea- 
son. Ladders used to put the screens up should 
be kept in good repair and checked periodically 
for loose or broken rungs. 

Basement steps should have a handrail, 
preferably on both sides. Dim lighting on stair- 
ways should be replaced with better light. 

Tripping hazards such as unanchored small 
throw rugs should be corrected. Handrails 
belong on all stairways with more than two 
steps, either on the grounds or in the house. 
Stair lighting should be controlled from both 
top and bottom. 

Improperly polished floors can be a very 
serious hazard. When wax is used on floors, 
it should be rubbed in thoroughly. This tends 
to make the small globules of wax harden in 
tiny beads which offer a traction surface. Re- 
peated coatings of wax will gradually fill in 
these little beaded particles until there is a very 
smooth, highly slippery surface. Therefore, it 
is wise to remove all the wax about every fifth 
coating or so and start from scratch again. 

Hands should be kept free and vision un- 
obstructed in hazardous or unfamiliar sur- 
roundings. In the event of a slip, it is more 
difficult to avoid a fall if the arms are full. 
Hazards cannot be detected if the load which is 
being carried is piled too high. 

Stairs and ladders should be climbed slowly 
and one step at a time with at least one hand 
kept free for support. Ladders should always 
be used rather than chairs or boxes, and should 
be firmly set and well supported. 
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Sensible footwear, comfortable yet provid- 
ing enough support for the activity engaged in, 
adds to safety. Wearing only stockings in the 
house may be quite comfortable, but could be 
very hazardous on slick floor surfaces, espe- 
cially stairs. To wear out old and delapidated 
shoes can be dangerous. 


Fire 


Fires and burns are caused in numerous 
ways. Many people die each year in home fires 
caused by hazards such as faulty electrical 
equipment and wiring, smoking and misuse of 
matches, defective or overheated heating 
equipment, accidents with oil stoves, spon- 
taneous ignition of rubbish, misuse of flamma- 
ble liquids, hot ashes, and the placing of com- 
bustibles too near heaters. 

Wiring in older houses is often inadequate 
for the increased loads placed on the circuits 
by modern appliances. Overloaded circuits, 
defective wiring, poor insulation, defective 
switches, and improper use of appliances con- 
tribute directly to fires from electrical sources. 
The overloading and consequent overheating of 
a circuit may be produced by trying to operate 
too many lamps, motors, or other appliances 
on one circuit. Wires with current-carrying 
capacities too small for the load sometimes 
become overheated and cause fires, 

When electrical installations have loose or 
improperly made connections in wires, 
switches, or sockets, dangerous heating or 
sparking may occur at these points, even when 
currents are not excessive. The habit of using a 
penny or other permanent “bridge” for a fuse 
can be disastrous. So can the habit of using 
fuses of larger size than proper. Automatic 
circuit breakers are the safest form of fuse. 

The entire family should assist in making 
the home safe. A hunt for hazardous rubbish 
can be made into a game. This is a project in 
which the whole family can take part, helping 
to clear out all rubbish in the basement, closets, 
garage, and attic. While removing one hazard, 
it is important not to produce another, such as 
running up and down stairs with loads so big 
that they obstruct your vision. 

One inspection a year is not enough. No 
matter how much good it may do, it isn’t going 
to eliminate fire hazards completely. Fire safety 
requires daily attention. 

One must: 

@ Learn to see cigarettes that aren’t com- 
pletely snubbed out. 
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@ Learn to see piles of oily rags left in the 
corner of a closet or the garage. 

@ Learn to see rubbish baskets left too near 
the furnace. 

e And most of all, make fire safety practices 
a part of everyone’s daily habits. 

The following points will improve your 
chances of avoiding burns: 3 

Everyone should know by now that pot han- 
dles should be turned parallel to the front of the 
stove but not over a hot burner—it’s a habit 
that must be formed. 

Because hot grease ignites readily, keep a 
pan lid ready to smother a possible fire; water 
added to it will cause it to splatter with explo- 
sive force. 

Smoking and matches are still the number 
one fire hazard. Smoking in bed or when ex- 
tremely tired should be taboo. 

Enough large ashtrays should always be at 
hand. Matches should be out of children’s 
reach at all times. 
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Flammable liquids (gasoline, oil, paint, etc.) 
don’t necessarily need open flames near by to 
“flash.” Their fumes are often flammable and 
can travel some distance; therefore, they 
should be both stored and used outdoors when- 
ever possible and never used around flames, 
sparks, or anything hot. They must never be 
used for starting fires indoors. 

Combustibles (paper, cloth, leaves, rubbish, 
wood shavings, etc.) should be kept away from 
heat and such ignition sources as heaters, fire- 
places, furnaces, ranges, and electrical equip- 
ment including light bulbs. Special care should 
be taken in handling heat-producing electrical 
appliances since they continue to hold heat 
for some time after they have been turned off. 

Any kind of fire should be kept where it 
belongs, in proper containers with spark 
screens and well away from buildings. It is wise 
to avoid getting too close to heat and flame 
since many injuries result from accidentally 
ignited clothing. Girls’ and women’s clothing 
fire most easily because of their loose and 
flimsy nature. Men’s casual wear ranks second 
in danger. 

Homes should have adequate emergency 
fire-fighting equipment such as fire extinguish- 
ers (with the Underwriters’ Laboratories 
label). Several garden hoses with strategically 
located outlets are valuable. 

When using torches, soldering irons, or other 
heating devices in the home workshop, a 
sturdy, noncombustible rack for holding them 
should be provided and a supply of water kept 
available to douse any uncontrolled fire. 

Space heaters have caused many severe fires. 
Kerosene heaters should be of the type that 
won't tip over easily. Fuel lines for gas and 
kerosene heaters should be of metal tubing or 
rigid pipe (never rubber) and should be pro- 
tected against damage. Electric heaters should 
have a safety switch on the bottom which will 
turn them off if they are tipped over. Gas and 
kerosene heaters should be vented to the out- 
side of the house. 


Home Heating Systems 


Each year, especially during the winter 
months, deaths occur from poisonous gas. A 
typical instance was the death of a mother of a 
family of four. She and her family were over- 
come when a defective flue leading from a hot 
water heater filled their apartment with fumes 
and steam. Her husband and children, aged 
four and one and one-half, were revived by 
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firemen and taken to the hospital. Firemen 
found the flue clogged—they scraped out half 
a bushel basket of rust particles. 

Defective heating equipment can cause 
death from carbon monoxide gas poisoning 
and can also cause fire. Therefore, every home 
owner should check the following annually: 

All flues and chimneys should be inspected 
and any corroded or cracked sections or linings 
should be replaced or repaired. 

All furnaces and heating appliances should 
be inspected by qualified service personnel to 
be sure they are in proper adjustment and 
repair. Proper adjustment assures that the fuel 
will be completely burned and there will be no 
dangerous amounts of carbon monoxide in the 
flue gases. 

All fuel-burning equipment, flue pipes, and 
chimneys should be checked regularly and 
maintained in good condition. 

The type of fuel burned in the heating appli- 
ance should not be changed unless a qualified 
serviceman has made the necessary adjust- 
ments in the equipment to be sure of proper 
fuel combustion. 

No furnaces, fireplaces, space heaters, or 
water heaters should be operated without an 
adequate supply of fresh air for continuous 
replacement of the air lost or exhausted 
through burning. (Local authorities and util- 
ity companies are the best sources of standards 
for adequate air supplies. ) 


Automotive Gas Poisoning 


Many accidental deaths are due to faulty 
automobile exhaust systems. These should be 
checked regularly for blown-out gaskets, loose 
manifolds, leaking exhaust pipe connections, 
and holes in the mufflers. The objective, of 
course, is to be sure that the exhaust fumes are 
carried completely to the end of the tail pipe 
and away from the car. 

When an automobile motor is running in a 
garage or any enclosed space, the garage doors 
should be open, and even then the motor 
should be run for only a few minutes. If it is 
necessary to run the engine indoors for any 
period of time, an extension such as used by 
commercial garages should be placed on the 
exhaust pipe and run directly outside. 

When you sit in a parked car for more than 
a few minutes, shut the engine off unless the 
windows are open. While traveling through 
tunnels, or in slow-moving and closely-spaced 
traffic, you should close the air intakes of your 


car to be sure that the carbon monoxide from 
the exhausts of automobiles in front of you will 
not collect in significant amounts within your 
automobile. 


Electricity 


Electricity is the most convenient form of 
energy used around the home. However, when 
improperly used, it presents a serious hazard to 
both life and property. In addition to death 
from electric current, it can also cause burns, 
fires, and shocks. 

A three-year-old girl in a small midwestern 
city recently was left alone for a few minutes at 
the breakfast table. She grabbed a fork and 
tried to spear a slice of bread from the electric 
toaster, as she had seen her parents unwisely 
do. In this case, the girl happened to have her 
other hand, which was moist, on the metal 
casing of the toaster—a perfect conductor for 
electricity. When the mother returned to the 
kitchen, she found her daughter unconscious 
from burns and shock. Despite immediate 
treatment, the child could not be revived. 

Deaths from electric current indicate the 
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need for adults and children to understand the 
dangers of electricity. Electricity should be 
a friend—and it can be if one follows the fol- 
lowing safety rules offered by safety experts: 

Too many lamps or appliances on a single 
circuit may cause a fuse to blow; this is a dan- 
ger signal. The cause (usually overloading) 
should always be corrected before you replace 
the fuse. 

Lamp or appliance cords should not cross 
over radiators or pipes; one should not touch 
such grounded metal when handling cords or 
appliances. t 

An electric appliance, radio, or light switch 
should not be touched when one is in the bath- 
tub, is standing in a puddle (as on a laundry 
floor), or has wet hands. ‘ 

Electric cords should not run in door jambs 
or under rugs. Constant closing of the door will 
damage the insulation, as will walking on the 
cord—and when it is under a rug, the damage 
will not be seen. 

Convenient outlets in walls should be used 
for connecting appliances. 

An electric iron should never be left con- 
nected and unwatched even for a few minutes. 
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Plugs should not be pulled out of sockets by 
the cord, but by pulling on the plug itself. 

A lamp, appliance, extension cord, power 
supply cord, or cord set should always bear the 
words, “Inspected, Underwriters’ Laborato- 
ries, Inc.” This is proof of a tested, electrically 
safe cord or appliance. Since the two are tested 
separately, both cord and appliance should 
have this label. 

Cords with frayed or cracked insulation 
should be replaced. Sharp corners of furniture, 
twisting, or pulling on cords can cause protec- 
tive insulation to wear out. 

Repairs or additions to home wiring require 
the attention of a qualified electrical contrac- 
tor. Electrical jobs do not constitute “do-it- 
yourself” projects. 


Poisoning 


Deaths from accidental poisoning in the 
home have been rising since 1956, as much as 
seven per cent a year. More than 1,700 Ameri- 
cans die from this cause each year. 

Here is a flight in fancy. In a little town in 
Ohio, it’s morning. The older children have 
gone off to school. With only four-year-old 
Johnny at home, mother is free to do some 
housecleaning. Johnny watches her for a while 
and then decides to play “doctor” with his toy 
animals. He goes to the bathroom and climbs 
up on the washbowl to reach the medicine cab- 
inet. He takes down a bottle and samples some 
of it. Soon he’s yelling in terror and pain. He is 
rushed to the hospital. It is a close call, but he 
survives. 

Today his mother has all poisonous medi- 
cines, household cleaners, insecticides, and 
other poisonous items locked away where her 
children can’t get at them. Even aspirin and 
laxatives, too often regarded as harmless, can 
cause severe trouble if a young child consumes 
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a quantity of them. And sleeping tablets are a 
deadly menace at all ages. 

While children are all too often victims of 
accidental poisoning, the surprising fact is that 
more than two-thirds of all such fatal accidents 
happen to people older than 14, Now is the 
time to take stock of practices around your 
house to determine just how likely your family 
is to suffer a tragedy of this kind. The following 
checklist should help you make this evaluation 
and point out where you could improve. Do I: 

Read all labels carefully so that I know ex- 
actly what Pm taking or working with, its 
hazards, dosage, antidote, etc.? 

Protect labels from damage so that I'll al- 
ways know exactly what is in the container, 
especially in case someone takes the contents 
accidentally? 

Know that many medicines change with age 
and become either stronger or weaker, and 
discard them when they are old or no longer 
needed? 

Keep medicines for internal use entirely 
separate from those to be applied externally? 

Avoid taking medicines in the dark and read 
labels at least twice when taking medicines or 
using hazardous products? (Nurses are trained 
to read them five times.) 

Avoid transferring potentially hazardous or 
poisonous substances into other containers 
even temporarily, without first labeling them 
and NEVER put them into kitchen utensils, 
soda bottles, or the like? 

Keep medicines and pills in separate con- 
tainers, not mixing them? 

Wash all fruits and vegetables thoroughly 
before using? 

Never allow insect and rodent poisons in 
the kitchen, and know which ones can be used 
with relative safety in food storage and prep- 
aration areas? 

Know where the local poison control center 
is and how it can be contacted? 

Naturally, with children in the house, ad- 
ditional precautions are necessary. Kids can 
get into the darndest things. The householder 
should be aware that common household prod- 
ucts like detergents, waxes, kerosene, moth- 
balls, hair sprays and dyes, match heads, and 
many others can be lethal and that it takes a 
lot less poison to kill a child than an adult. 
Therefore, these things should be kept locked 
up or well out of reach of little ones. Lockable 
medicine cabinets are now available. 

Since children love to imitate adults, medi- 
cines should not be taken in their presence if 


this can be avoided. Aspirin is the number one 
child poisoner. Medicine for children should 
always be called just that, never “candy.” 

The preceding check list should be used to 
make a room-by-room inventory of your home. 
It is amazing how many potential poisons will 
be found within easy reach of everyone in 
the average home. 


Cuts 


Everyone gets cut from time to time—some 
people more often than others. For the most 
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part these injuries are passed off as among the 
hazards of enjoying life to the fullest. But what 
about the next cut? Will it be just another small 
nick that requires only a little do-it-yourself 
first aid? Or will it be one that causes severe 
pain, costs you time away from work and play, 
and perhaps leads to blood poisoning, tetanus 
(lockjaw), or a severe infection requiring re- 
moval of a finger, hand, or leg? 

Perhaps there will be partial crippling be- 
cause of a cut tendon or too much loss of blood. 
These things don’t always happen to the other 
fellow. It is possible to avoid that bad cut or 
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avoid cuts altogether by following a few simple 
general safety rules. The following checklist 
will help you and your family improve your 
safety habits. 


Use of Cutting Implements 


@ Keep them sharp. Because dull tools usu- 
ally require more force to do the same amount 
of work, hands using them tire more quickly 
and slip more easily. 

© Keep them in good repair. Handles should 
be sound and solid to provide a proper, safe 
grip. Blades and metal parts should be sound 
and not in a weakened condition. 

© Store them in a safe place. Knives, hand 
tools, and utensils should be kept in racks or 
drawers completely separate from other tools. 
Larger tools, such as axes and sickles, should 
be so stored that they cannot topple or fall 
when bumped. 

e Transport tools in a safe manner. Gener- 
ally when carrying tools, you should hold them 
with their points and cutting edges away from 
your body. However, turn them around, blunt- 
edge first, when handing them to someone else. 

@ Use them as they were intended to be 
used. Generally cut away from the body or use 
a cutting block or board. Don’t use knives as 
hatchets or razor blades as knives (except with 
proper holders). 

© Broken pieces of glass, porcelain, ce- 
ramic, etc, should be swept up and wrapped in 
several thicknesses of newspaper before dis- 
carding. If broken glass falls into water, the 
container should be first drained and the pieces 
removed using several pieces of cloth to protect 
the hands. (This operation is particularly 
hazardous when washing dishes.) Small slivers 
are easiest to pick up with damp paper towels. 


Specific items beside bottles and tableware’ 


which often cause severe cuts are: broken por- 
celain lavatories, glass table tops, glass door 
handles, and porcelain faucet handles. 

e A relatively new hazard is the large glass 
areas in modern buildings, especially glass 
doors and window walls. Such hazards should 
be protected with furniture, planters, or other 
barriers or well marked to reduce the possi- 
bility of “walking through.” (At a little extra 
cost, safety glass is now available for replace- 
ments or new installations. ) 

© Despite the well-known hazards of razor 
blades, people still get cut by them. A special 
container should be provided for their disposal, 
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preferably with a slot in the top which can be 
sealed over when the container is discarded. 
Another safe way to dispose of blades is to 
wrap them in toilet tissue before putting them 
in the trash container. 

@ Sheet metal in all its various forms can 
always present a hazard especially when 
broken, torn, or improperly finished off. It 
should always be promptly repaired, protected, 
or discarded when unsafe. 

è Tin can lids should be accorded the same 
respect as broken glass. Older can openers 
should be replaced with modern, safer im- 
plements. 

@ The improper use of steel wool has caused 
many a deep gash. It should never be separated 
into smaller portions by tearing, but should be 
cut with shears. Better yet, buy it in the single- 
portion “pads.” 


Firearm Accidents 


More than half of all fatal firearm accidents 
occur at home rather than in the field under 
actual hunting conditions. And the greater part 
of these accidents do not happen to the younger 
set, but are almost equally divided on either 
side of the 25th year of age. Older, supposedly 
experienced persons have plenty of gun ac- 
cidents. “Why so many gun accidents at 
home?” This question will probably answer 
itself in the following gun safety rules: 

Know your firearm. Know what makes it 
fire, what its potential hazards are, and what 
special safety features it possesses. 

Treat every gun as if it were loaded. 

Always keep a muzzle pointed in a safe di- 
rection (usually up or down). 

Never load a gun unless you intend to shoot 
it at something. 

Break, open the bolt, or otherwise make a 
gun safe when leaving it unattended. 

Keep the safety catch on but don’t trust it. 

If possible, keep others away when handling 
or cleaning guns. 

When storing, keep unloaded guns away 
from children and irresponsible adults and in 
a different location from the ammunition. 
(Ideally, guns and ammunition should be 
locked up.) 

When demonstrating your gun to others, 
insist that they use proper safety precautions 
when handling it. 

Keep guns in top condition by cleaning, 
lubricating, and inspecting them according to 
the manufacturer’s recommendations. 
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Never leave obstructions, such as patches of 
dirt, in the barrel. 

“Collectors” and antique guns, if still oper- 
able, should be checked by a competent gun- 
smith to determine whether they are safe to use 
with today’s high-powered ammunition and if 
they may be fired with safety. If no longer op- 
erable, they should be made safe by removing 
the firing pin and destroying the ammunition 
intended for them. 

The backyard or other populated areas are 
generally not acceptable for target shooting 
since adequate backstops are not available for 
protection against ricochet. If basement shoot- 
ing is to be pursued, only small caliber weapons 
should be used under proper conditions which 
include a proper backstop and a sandpit for 
receiving the slugs. Local gun clubs can prob- 
ably supply all the information needed for an 
installation of this kind. 

Pellet guns, whether powered by compressed 
air or gases, can also be extremely hazardous 
and most of the same rules for gun safety 
should be applied to them. These guns, how- 
ever, are probably better suited for basement 
target shooting since they do not require such 
elaborate installations. 


Gardening 


Almost every home has its gardening “‘bug.” 
And even if you have none, you still have doz- 
ens of little jobs to do to maintain your yard 
and garden. Such activity can be an interesting 
as well as a profitable form of recreation, and 
one which is comparatively safe. 

Experience proves that yard accidents occur 
more frequently to amateurs and younger gar- 
deners than to experts or adults. Most accidents 
are caused by unsafe practices or conditions, or 
a combination of both. Gardeners should be 
aware of the dangers that exist and observe the 
following suggestions to insure safety in the 
garden: 

Select garden tools with care. Good tools are 
safe tools. A few well-chosen tools are better 
than many chosen haphazardly. 

Use the right tool for the task at hand. Tools 
misused are tools abused. The right tool is a 
safe tool. 

Avoid throwing any tools. 

Keep garden tools in good condition. Safe 
cutting tools are sharp and clean. Tool handles 

should be smooth and strong. Shovels, spades, 
trowels, and forks should have points that are 
smooth and properly shaped. 
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Avoid use of dull, dangerous, and broken 
garden tools. Dull tools are unsafe—sharpen 
them. Broken tools are dangerous—repair 
them. 

Rusty tools are difficult to use—clean them. 
If tools are beyond repair, discard them. 

Store garden tools in a safe place. Tools 
lying on the ground cause accidents—pick 
them up. Tools piled in a corner carelessly are 
inaccessible and dangerous; arrange them. — 

A place for every tool and every tool in its 
place is a safe rule to follow. 

When rakes are on the ground, be sure that 
teeth are down. Be sure the sharp edge of the 
hoe is always down. 

Garden spray materials are dangerous. Han- 
dle spray materials with care as directed on 
labels. Study directions for their use and follow 
them carefully. 

Know the nature of the material used, the 
danger of being poisoned, and the antidote. 

Thoroughly cleanse your hands and face and 
all objects contaminated by poisonous mate- 
rials. Store poisonous materials in a safe place. 

Label poisons plainly as such. Substitute 
nonpoisonous insecticides whenever possible. 
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Be able to recognize poisonous vines, shrubs, 
fruits, and insects. Avoid contact with poison 
oak and ivy. Destroy permanently all poison- 
ous growths. 

Wash hands thoroughly but gently after 
working in the garden. Insect bites should be 
properly and promptly treated; serious infec- 
tions can result from insect bites. 

Guard against cuts and infections. Protect 
all cuts and scratches with proper antiseptic 
covering. Remove all foreign matter, such as 
glass, metal, wire, etc. from the soil. 

Use gloves if skin is tender or susceptible to 
rash. Wear sturdy shoes and appropriate gar- 
ments for protection. 

Observe the fire laws. If they require it, se- 
cure a permit from the fire department for an 
outdoor fire. Bury garden refuse; it is a valu- 
able source of fertilizer. 

Avoid accidents caused by fatigue. Set an 
attainable goal. Limit the size of the garden. 
Avoid sudden or sustained periods of activity. 


Power Tools 


Power tools are a boon to weekend garden- 
ers. But they can also deal the user or an in- 
nocent bystander a serious or even fatal injury 
if proper safety precautions are not followed. 
Below are some suggestions for safe use of 
power tools. 

Because these tools are usually smaller and 
lighter than power tools used on farms, many 
people seem to have the mistaken notion that 
they are safe for children to operate. Never 
allow children, immature youths, or unin- 
structed adults to operate them. 

An examination—before using—for leaks, 
loose connections, loose fittings, etc. will often 
prevent troublesome or dangerous situations 
from arising during operation. 

Always shut off power before cleaning, ad- 
justing, oiling, or refueling. 

Always store tools and accessories so that 
there is no chance they will trip or cut persons 
passing in and out of garage or shed. 

Store only small quantities of fuel in ap- 
proved containers, kept tightly capped and 
plainly marked. 


Mowers and Garden Tractors 


Follow manufacturer’s manual of directions 
in operation. 

Make sure power mower or tractor is not in 
gear before starting motor. 
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Keep chain shields or belt shields in place at 
all times. 

Keep blade shields in place. (The hand- 
propelled lawn mower with a power-operated 
horizontal rotary blade usually has a removable 
shield, which must be removed in order to cut 
weeds and tall grass. Use extreme caution dur- 
ing this operation.) 

Keep children and pets well out of way when 
mower is being used. 

Check lawn for all debris which could be 
thrown by the mower. 

Do not mow up or down slopes. Mow cross- 
wise to avoid foot injuries. 

Always disconnect the spark plug before 
making repairs or adjustments. 

Never attempt to unclog a power mower 
while it is running. 

Never refuel while engine is running or is 
excessively hot. 

Avoid pulling a power mower backwards. 

Shut off motor whenever leaving the job 
temporarily, in case children happen to be 
playing around. 

Stand firmly with feet clear of the blade 
while starting the mower. 

Keep gasoline only in an approved marked 
container. 

Operate power mowers at reduced speeds 
whenever possible. 
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When riding mowers, keep your feet on the 
foot rests. 

Keep your mower in good repair. 

The usual injuries involving the use of elec- 
tric hedge trimmers are amputated fingers, 
serious cuts on fingers and hands, and cuts on 
knees and legs incurred while lowering the 
trimmer to rest the arms. Shocks and short 
circuits from frayed cords or use of inferior or 
indoor extension cords also occur. 

Make sure you have long enough heavy-duty 
cord and extension (never use ordinary indoor 
extension cord). 

Rotary type trimmers (with whirling circular 
blades) may throw cuttings and twigs into 
space. Always wear safety goggles when using 
this type. 

Hold clippers in position ready for use be- 
fore switching on current. Use both hands to 
hold and guide clipper. 

Always shut off current when resting arms, 
picking off cuttings, before changing direction 
of cut, etc. If trimmer becomes jammed or fails 
to start, always turn off switch before attempt- 
ing to free the jam or before looking for the 
trouble. 

When leaving the scene, even for a couple of 
minutes, always shut off current and discon- 
nect plug. If there are children nearby, carry 
clipper with you. 

Always keep children well away from the 
scene while clipper is in operation. 

All portable electrical equipment should 
contain a built-in ground wire with a polarized 
plug and receptacle. This protection is neces- 
sary in the event that the equipment is used in 
wet grass or hedges. It is recommended that 
the new “U” shaped grinding slot receptacle 
and plug be used. 


Home Dry Cleaning 


While many housewives do some of their 
own dry cleaning, few realize the dangers in- 
volved. Many cleaners are made from flam- 
mable liquids. The word inflammable means 
flammable—not nonflammable. Inflammable 
cleaners are flammable! 

The fumes of these liquids can travel 
throughout the house. The fumes from flam- 
mable liquids are heavier than air and will seek 
a lower level. Homes have been blown to bits 
when these fumes have reached the pilot light 
in the basement hot water heater or on the 
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stove in the kitchen. The tiniest spark of static 
electricity caused by rubbing textile materials 
together can set it off, too. The common-sense 
answer to using flammable liquids is obviously 
—don't do it. 

Some nonflammable cleaners have been put 
on the market, but the fumes from these clean- 
ers can be toxic. The labels on containers of 
cleaning fluid should be read—and heeded! 
The directions are there for a reason. If there 
is a possibility that the fumes will be toxic, the 
directions will call for adequate ventilation 
while using the liquid. 

The best safety precaution for home dry 
cleaning of clothing is simply “don’t do it”— 
especially since gatments may be cheaply and 
more effectively cleaned by commercial es- 
tablishments, or by coin-operated machines. 

In case you insist on dry cleaning at home, 
however, take these precautions: 

è Use only a nonflammable fluid. (A fluid 
may be marked “nonexplosive” and still be 
flammable.) 

e Avoid doing anything that will set loose 
fumes from the fluid in any building. 

è Do the cleaning outside of the house, 
where all toxic and other vapors will be quickly 
dissipated. 

© Keep hands out of the solvent by using a 
suction washer. 

© Keep children and pets at a safe distance. 

@ Never use gasoline, naphtha, or kerosene 
for cleaning garments. 


Accidents are Preventable 


Most accidents can be prevented. From the 
blinding of an infant who gets into a cleaning 
compound to the scars from kitchen burns, ac- 
cidents can be prevented. It is not, however, 
just knowing what causes accidents that pre- 
vents them. It is rather a daily, hourly aware- 
ness of the dangers inherent in the simple 
details of living, and a constant habit of “doing 
something about it” that prevents them. It 
takes the cooperation of every member of the 
family, but it can be done. 

One reason why so many accidents occur in 
our homes is because we don’t believe they can 
happen to us. It is always the other fellow. We 
fail to recognize that we are the other fellow. 
The sooner we start believing that accidents 
can happen to us in our own cozy homes, the 
quicker we can make our home a safer—and 
happier—place in which to live. 


CHAPTER TWO 


SAFETY ON THE PLAYGROUND 


USE OF THE PLAYGROUND and play field fa- 
cilities has increased because of both the na- 
tional “population explosion” and greater 
neighborhood use of public and school play- 
grounds. While a most desirable trend, this has 
however, resulted in more playground acci- 
dents. 

Unfortunately, only limited statistics on 
playground accidents are available. A number 
of schools, however, do report their school 
jurisdiction accidents to the National Safety 
Council. Of the reports received and analyzed, 
organized play activities, such as baseball, 
football, etc., accounted for about 23 per cent 
of the accidents. Playgrounds not under school 
jurisdiction produced 5.5 per cent of the ac- 
cidents. Nearly half of the accidents that occur 
have a contributing factor of an environmental 
hazard such as a fence, uneven turf, etc. 

Parents have a primary responsibility to 
know about the area or areas that serve as 
playgrounds for their children. 

Recreation officials should consider “build- 
ing into” play areas conditions that will assure 
the greatest protection and safety. Parents 
should insist that they follow these principles: 

A play area should be near the population 
center of the district it is designed to serve. 
The most dangerous and heavily traveled 
streets should serve as district boundaries. 

An important factor is the safety of the chil- 
dren going to and from the playground. Safety 
patrols should be established at definite periods 
during the day. 

The playground should be in clear view 
when approached on the street from any di- 
rection. If it is impossible to provide open ap- 
proaches, warning signs of standard design 
should be displayed in prominent locations. 

It would be best for playgrounds not to be 
located near such features as railroads, taverns, 
or industries, although there are excellent play- 
grounds which are near these. 

Regardless of the size of the area, parents 
should use their influence to assure partial 
separation for children into groups of different 
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ages or physical development. The types of 
games played, the nature of some sports, and 
the size and weight of older youth often con- 
tribute to hazards for younger children. 

Where ball diamonds, football fields, and 
courts for various games are included as part 
of the playground, exits and entrance areas 
should be located to minimize congestion and 
its associated hazards. 

Some local school or public officials do not 
concur with the policy of enclosing the play- 
ground area with a smooth wire fence to keep 
activities confined. Whether there is a fence or 
not, parents must assume responsibility for 
teaching their children about the dangers of 
running into streets or other adjacent hazard- 
ous areas. 


Playground Equipment 


It is better to concentrate apparatus in one 
section than to scatter it over the playground, 
although overcrowding must be avoided. 
Whenever possible, apparatus should be ina 
well-defined area, such as between a fence and 
a path. 

Rules for the use of apparatus should be 
understood. Supervision and education will 
also encourage proper use of equipment. Age 
groupings should be noted in connection with 
certain pieces of equipment and strongly ad- 
hered to. 

Existence of public playgrounds should not 
discourage parents from providing their own 
backyard play space with apparatus and paren- 
tal supervision wherever space permits. Chil- 
dren are more important than lawns or gardens. 

Swings. Swings should be set firmly and the 
frames should be securely braced. Hooks, 
hangers, clamps, and connections should be 
examined regularly. Swings should be set at 
different heights for different age groups. Chil- 
dren should not be allowed to stand up or 
kneel on swings, or to jump from moving 
swings. Children should be discouraged from 


holding smaller children in their laps while 
swinging. Playing or standing near swings or 
climbing on frames should not be allowed, es- 
pecially when swings are in use. 

Slides. Whenever possible, slides should be 
placed in the shade, since the chute becomes 
hot from exposure to the sun. This is especially 
true of metal slides. Soft clean sand, or sand 
and sawdust, should be placed at the bottom of 
the slide and replaced or added to at regular 
intervals. Crawling or running up the slide, 
sliding down backwards, and sliding in wet 
bathing suits should not be allowed. 

Teeters. Teeter board fulcrums should be 
protected to prevent children from smashing 
their fingers. A block should be placed under 
the end of the board so children will not catch 
their hands or feet under the board if it de- 
scends too rapidly. Children should be in- 
structed to warn the person on the other end be- 
fore they get off, and to stay away from a teeter 
board when they are not using it. 

Sandboxes. Permit only small children to 
use the sandbox. Sand should be checked at 

regular intervals to make sure that it is free 
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from broken glass and other debris. The frame 
of the box should be inspected frequently to 
see that there are no protruding nails or screws 
and that it is free from split portions or slivers. 
Bottles and sharp utensils should never be 
permitted in sandboxes. Boxes should be cov- 
ered at night so that unnecessary moisture will 
not accumulate in the sand and to keep out 
dogs and cats. 

Ladders and Bars. Ladders of various 
heights should be available, depending on the 
age of the children using them. Children should 
take a firm grip before swinging, and traveling 
should be in one direction. Heads and feet 
should never be put through rings. Benches and 
boxes should not be used as take-off boards. 

Wading Pools. Water should be kept clean 
by frequently emptying the pool. Children 
should not stay in the water too long or enter it 
with a skin disease. 

Drinking Fountains. Fountains should be 
free from paper, stones, and rubbish, and 
should be kept clean and sanitary in accord- 
ance with local health standards and regula- 
tions. Pushing near the fountain should be 
discouraged; broken teeth may result. 

Baseball. Face masks, body, and shin guards 
are necessary for the catcher if accidents are to 
be avoided. Bases should be of such material 
that a player sliding into one will not be injured. 
Basic rules should be observed as to how close 
spectators or players stand near the batter. 

Football. Properly fitted protective equip- 
ment is vital in this sport. Overexhaustion is 
common, especially in warm weather. Adult 
supervision is considered a “must” in some 
playground areas and considered advisable 
where bodily contact is in evidence. The play- 
ing field should be carefully checked for broken 
glass and other debris. 

Toys and Play Equipment. Parents or super- 
visory personnel have a responsibility to check 
the equipment regularly for any defects and to 
assure its being safe to use. Certain toys and 
equipment associated with sports should be 
restricted to use at home or under adult super- 
vision—guns, bows and arrows, darts, javelins, 
slingshots, etc. 

All sports and recreational activities have a 
certain element of danger. However, hazards 
can be greatly reduced if parents guide their 
children in their choice of activities. Frequently 
an underdeveloped youth will try to “keep up” 
with a big brother or an older pal who is able to 
compete safely in a given activity. Many seri- 
ous accidents have resulted from a child be- 
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coming involved in a sport or game that was 
beyond his mental or physical capabilities. 


Unauthorized Play Places 


While parents know of many permanent 
hazards in their neighborhoods, they frequently 
fail to take heed of hazards which are either 
temporary or seasonal in nature. Some com- 
mon dangers of this type are: 

© Bodies of water, irrigation ditches, and 
excavation projects. 

© Eroded or rotten equipment. 


@ Underground holes or shafts from mining. 

e Highly combustible or explosive sub- 
stances. 

e Empty houses and buildings or new con- 
struction sites. 

@ Railroad property. 

e Dumps and junk yards. 

Children have a natural desire to explore, 
take chances, exert, and excel. Effort on the 
part of all adults to help create and maintain 
safe playground areas will help satisfy these 
desires while reducing needless accidents and 
resulting suffering and injury. 


CHAPTER THREE 


SAFE BICYCLING 


BICYCLE RIDING is a pleasant part of the 
American scene, and each year more and more 
people “take to the wheel” for recreation or 
transportation. But there is a less pleasant side 
to bicycling; each year many people are seri- 
ously injured or lose their lives in bicycle 
accidents. 

Data on the number, seriousness, and cir- 
cumstances of bicycle accidents are scarce 
because reporting of such accidents is seldom 
required, except when motor vehicles are in- 
volved. But even the meager data available 
points up the bicycle problem as one that 
should receive the serious attention of parents 
and community leaders. In recent years, from 
400 to 500 deaths and 25,000 to 30,000 
injuries a year have occurred in collisions be- 
tween bicycles and motor vehicles. By far the 
greater number of these deaths and injuries 
were suffered by children from 5 to 14 years 
of age. 

Much can be done at the community level to 
promote bicycle safety. Many cities and towns 
have adopted ordinances providing for the reg- 
ulation and registration of bicycles. Bicycle li- 
censing facilitates the identification of the rider 
and of the bicycle, the tracing of lost or stolen 
bicycles, and increases the sense of responsibil- 
ity of the rider. 

However, parents cannot rely on these re- 
quirements alone to promote safe cycling. They 
must assume the major responsibilities for the 
safety of their children. These cannot be 
“shrugged off” onto the local school officials, 
police, or other youth leaders. Among these 
responsibilities are the following: 

@ Teaching riders when and where bicycling 
is safe. 

© Helping riders get their bicycles in safe 
condition. : 
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e Promoting a more friendly attitude toward 
law enforcement officers. 

è Developing an understanding among 
riders of the purposes of traffic regulations. 


Safety Programs 


Further, parents can do much to strengthen 
both official and voluntary bicycle safety pro- 
grams conducted in their community. These 
programs are concerned with most aspects of 
cycling safety and include inspection programs, 
the establishment of bicycle routes, proper 
parking and storage, education programs, and 
the development of cycling skills. ; 

The primary purpose of bicycle inspections 
is, of course, to insure their safe mechanical 
condition. In addition they have an educational 
effect in making the owner think definitely 
about safety at least at the time he reports for 
the inspection. It is very important to make 
maximum use of this aspect in conducting a 
bicycle safety inspection campaign. The in- 
spectors should be carefully trained to realize 
that their job is to promote safety—not simply 
to make inspections in a mechanical way. 
Everything possible should be done to make 
the bicycle rider feel that the inspection is not 
a nuisance but a real service to him. All defects 
should be carefully explained. i 

A compromise regarding the use of side- 
walks and roadways by bicycle riders is gener- 
ally necessary for maximum safety. Riding on 
sidewalks might be prohibited in business dis- 
tricts and in other localities where the pedes- 
trian movement is heavy. Along residential 
streets where the pedestrian movement is light 
and where the volume and speed of vehicular 
traffic make bicycle riding in the street both 
dangerous and annoying, bicycles might be 


SAFE BICYCLING 


prohibited on roadways and limited to side- 
walks. The accident experience and circum- 
stances should govern the solution of this prob- 
lem for each community. 

Homestead, Florida, a small city just south 
of Miami, has found a practical and highly 
successful answer to the problem by setting up 
Bicycle Safety Routes. Secondary traffic routes 
connecting housing areas with schools, play- 
grounds, shopping centers, ball parks, and 
other centers of activity have been designated 
Bicycle Safety Routes, and so marked with 
large, easy-to-read signs. 

The safety routes generally parallel the most 
heavily traveled roads, and the peace of mind 
afforded by their safety seems to more than 
make up for the few extra minutes it takes the 
cyclist to get to where he’s going. Homestead’s 
Bicycle Safety Route Program, the first in 
America, was the brainchild of the Dr. Paul 
Dudley White Bicycle Club, long active in 
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Homestead which is known as “The City of 
Bicycles.” 

Club members, with the aid of the local 
Chamber of Commerce, convinced the city 
fathers of the need for and the feasibility of the 
project. Working with traffic engineers, they 
laid out the routes, then raised the $1,000 
necessary for the manufacture and installation 
of the 300 blue-and-white metal signs. 

Then, enlisting the aid of the police depart- 
ment and the board of education, the club 
members launched a city-wide indoctrination 
and education campaign to acquaint everyone 
in the community with the program. Descrip- 
tive leaflets were sent to homes, and police offi- 
cers lectured at schools, PTA, and service club 
meetings. 

Finally all was ready, and on February 8, 
1963, Dr. Paul Dudley White, famed heart 
specialist and bike enthusiast for whom the club 
was named, came to officially open the routes 
by leading a parade of more than 300 cyclists 
over them. 

The program appears to be a great success. 
Motorists instinctively slow down when they 
see the blue signs. Many avoid the routes en- 
tirely, leaving them to the cyclists. Bikers avoid 
the busier streets, and the parents of the more 
than 600 youngsters who bike to Homestead 
schools each day rest more easily. They know 
their children are getting good, health-giving 
exercise by biking to school in the safest way 
possible. 

Bicycle riders using the roadways are sub- 
ject to the same regulations, responsibilities, 
and privileges as motor vehicle drivers. When 
operated on the roadway, bicycles belong on 
the right side, moving with traffic, in both ur- 
ban and rural areas. A number of factors make 
riding on the right-hand side desirable: 

© Crossing and turning at intersections from 
the right-hand lane is an easier and more natu- 
ral movement; and it is less confusing to 
motor-vehicle drivers. 

© Bicycle riders cannot be expected to yield 
the right-of-way on the pavement to every 
approaching vehicle. Raised curbs, rough or 
soft shoulders, guard rails, and other obstacles 
often make leaving the pavement hazardous 
for bicycle riders. 

e It is possible for a motorist to adjust the 
speed of his vehicle to that of a bicycle moving 
in the same direction and wait for a safe time 
to pass, but he must pass, regardless of circum- 
stances, when meeting a bicycle moving in the 
opposite direction. 
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When there are systems of parks or park- 
ways, bicycle paths can be easily established. 
These are particularly attractive where they 
follow rivers, canals, and other scenic routes. 
Such bicycle paths should be considered as a 
part of every comprehensive recreational de- 
velopment plan. 

For boys and girls, especially those who are 
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just learning to ride, cycle paths can easily be 
established around the edges of playgrounds. 
In certain parks or other recreational centers, 
circular or elliptical tracks with properly 
banked corners can be provided for fast cy- 
cling. In these “bowls” youngsters can exercise 
without endangering themselves or others. 

Serious injuries are caused, particularly at 
night, by persons stumbling over bicycles which 
have been left lying on the ground or sidewalk. 
Many bicycles left lying in a driveway or road- 
way are damaged by being run over by motor 
vehicles. In all homes in which there are bi- 
cycles, special places should be arranged for 
storing them. The garage or basement is best. 
Arrangements should be made to hold the bi- 
cycle firmly in an upright position. 

Suitable bicycle racks should be provided at 
schools, post offices, newspaper offices, play- 
grounds, theaters, and other places where chil- 
dren, messenger boys, workmen, or others 
wish to leave bicycles. If the bicycles are to be 
parked for a considerable time, the racks 
should be protected from rain by some sort of 
roof. Racks have the advantage that bicycles 
may be locked in place and thefts avoided. 

Because the majority of bicycle riders are 
children, every effort must be made to reach 
them by education rather than punishment. 
Children are more receptive to safety educa- 
tion and will develop a safety consciousness 
more readily than adults. Consequently, every 
consideration should be given to the teaching 
of bicycle safety rules in the schools, the spon- 


a T E 


SAFE BICYCLING 


soring of juvenile safety meetings, the showing 
of bicycle safety films, and the distribution of 
literature on bicycle safety. 

Parents who have a proper appreciation of 
the bicycle safety problem will undoubtedly 
encourage safe riding practices and attitudes 
in their children. The adult bicycle rider, too, 
should not be overlooked. 


Safety Rules 


The Bicycle Institute of America offers the 
following “Bike Riders’ Safety Rules”: 

1. Observe all traffic regulations—red and 
green lights, one-way streets, stop signs. 

2. Keep to the right and ride in a single 
file. Keep a safe distance behind all vehicles. 

3. Have a white light on front and a danger 
signal on rear for night riding. Wear white or 
light-colored clothes at night. 

4. Have a satisfactory bell or horn to warn 
of approach. Always ride at a safe speed. 

5. Give pedestrians the right of way. 
Avoid sidewalks, if possible; use extra care 
when riding on them. 

6. Look out for cars pulling out into traffic. 
Keep a sharp lookout for the sudden opening 
of car doors. 

7. Ride in a straight line. Do not weave in 
or out of traffic or swerve from side to side. 

8. Always use proper hand signals for 
turning and stopping. Park your bicycle in a 
safe place. 

9. Slow down at all street intersections and 
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look to right and left before crossing. 

10. Be sure that your brakes are O.K. and 
keep your bicycle in perfect running condition. 

11. Never carry other riders—carry no 
packages that obstruct vision or prevent proper 
control of your bicycle. 

12. Never hitch on other vehicles, “stunt,” 
or race in traffic. Never ride two on a bicycle. 

Families and neighborhood and community 
groups have a wealth of opportunities to de- 
velop cycling skills and appreciation. Simple as 
well as more complex bicycle safety programs 
can be administered with limited resources. 
Some of the more common program activities 
are as follows: 

è Bicycle riding skill tests 
Bicycle obstacle courses 
Rules and laws matching tests 
Bicycle inspection lanes 
Bicycle rodeos 
Bicycle clubs 
Bicycle safety contests 
Bicycle reflectorization programs 

@ Bicyclé courts 

Building the proper attitudes among bicycle 
riders will serve as the foundation for a sound, 
effective program in the education and train- 
ing of automobile drivers in the years ahead. 
Skills, knowledge, and attitudes developed at 
the bicycle rider age have been found to have a 
positive influence on driver behavior. Parental 
example and respect for constituted authority 
likewise has great influence on the bicycle 
rider’s general acceptance of responsibility. 


CHAPTER Four 


SAFE AND SANE MOTORING 


THE AUTOMOBILE has utterly changed the 
way of life of the whole world, and especially 
that of Americans. We are now a mobile soci- 
ety and a significant part of the country’s econ- 
omy is devoted to the automobile and related 
industries. Making automobiles and maintain- 
ing them, building and maintaining streets, 
roads, highways, and parking areas all provide 
millions of jobs. Service and housing of auto- 
mobile travelers similarly account for great 
numbers of jobs. 

Unfortunately, the automobile has been a 
mixed blessing. Along with its many benefits 
has come a tragic record of loss of life, dis- 
abling injury, and property destruction. There 
were 53,000 traffic deaths and more than 
1,550,000 injuries which were disabling be- 
yond the day of the accident in 1966. Minor 
injuries numbered more than 3,700,000. 

Accidents of all kinds are the leading cause 
of death between the ages of 1 and 44. Motor 
vehicle accidents outrank all other causes of 
accidental death for all age groups except 
those under 1 and those over 75. Traffic acci- 
dents constitute one of the nation’s major un- 
solved health problems. 

Motor vehicle travel increases each year. In 
1966 it amounted to more than 935,000,000,- 
000 miles, an increase of 55,000,000,000 
miles over 1965. In 1966 also there were more 
than 96,000,000 registered vehicles, more than 
4% over 1965, and 102,000,000 drivers, an in- 
crease of slightly more than 5% over 1965. 

With the tremendous increase in the number 
of miles driven each year, the number of traffic 
deaths has continued to increase, even though 
the death rate per 100,000,000 vehicle miles 
has shown a rather steady decrease for the 


278 


past 40 years. 


Age and Accidents 


Since traffic accidents are the leading cause 
of accidental death among young people, spe- 
cial attention needs to be focused on the young 
driver. The young adult (16-24) has the best 
reflexes, the fewest physical disabilities, the 
highest visual acuity, and in general, the least 
illness of any of the groups of driving age. The 
accident record of this age group, particularly 
males, however, shows a disproportionate 
number of accidents. Many traffic safety people 
attribute this high accident rate to the fact 
that many young drivers have not acquired the 
mature judgment needed for continued acci- 
dent-free driving. 

This judgment can be developed only 
through driving experience. Parents and adults 
responsible for teenagers’ learning to drive 
should make every effort to provide as much 
supervised driving experience as possible. The 
purpose of driver training is not just to get a 
driver’s license but, more importantly, to teach 
safe driving habits. It is unfortunate perhaps, 
that the aggressive attitudes which many feel 
are important to business and social success 
and which many parents attempt to instill in 
their children, are not the attitudes which lead 
to the safest possible operation of an auto- 
mobile. š 

At the other end of the age scale, there 1s 4 
disproportionate number of traffic accidents 
involving those above age 65. The infirmities 
of age, slowed reflexes, and physical dis- 
abilities all play a part in this increased acci- 
dent incidence. 
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While there is an increased frequency of 
accidents in this group, it is certainly true that 
many elderly people can operate an automobile 
in complete safety. Therefore, it is not practical 
to establish an upper age limit for drivers. 
Rather than an arbitrary age limit, driver's 
licenses should be renewed for elderly people 
after a reasonable examination and a road test 
in which driving ability can be adequately dem- 
onstrated. 

Human failure is an important cause of 
traffic accidents. Poor judgment, faulty atti- 
tudes, emotional disturbances, and physical 
disabilities are basically responsible for many 
accidents. Thus, an obvious potential for acci- 
dent prevention programs lies with the driver— 
his intelligence, his sense of personal and social 
responsibility, his reactions to various stimuli 
in normal conditions and under stress, and his 
driving ability in good health and in bad. 
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Drugs, Alcohol, and Accidents 


Many persons of driving age take drugs and 
medicines, hopefully under the direction of a 
physician, but sometimes self-administered. 
Many drugs produce reactions that temporarily 
impair the ability to drive an automobile. The 
degree of impairment varies tremendously de- 
pending on the severity of the reaction and in- 
dividual susceptibility to the drug. Drugs likely 
to impair driving ability include central ner- 
vous system depressants; hypnotics, sedatives, 
and anesthetics; tranquilizers; central nervous 
system stimulants; antihistamines and drugs 
preventing motion sickness; and anti-infective 
agents. 

The use of alcohol is responsible for many 
automobile accidents. Studies show that ap- 
proximately half of all fatal accidents involve 
a drinking driver. 

Many people incorrectly think of alcohol as 
a stimulant. Its true effect on humans is in all 
phases and stages a depressant. Driving per- 
formance begins to be impaired when the con- 
centration of alcohol in the blood reaches about 
0.05 percent, or 50 mg. alcohol per 100 ce. 
blood. Studies using individuals accustomed to 
drinking point up that two 12 oz. bottles of 3.2 
percent beer or 2 oz. of 100 proof whiskey 
consumed within one hour will impair the 
driving ability of the average moderate drinker. 

Alcohol is oxidized in the liver and elimi- 
nated through the kidneys and the lungs. The 
average person of 150 lbs. can oxidize and 
eliminate about one-third fluid ounce of alco- 
hol per hour. It is best not to drink at all for 
several hours before driving. However, a prac- 
tical rule for drivers to follow is: One drink 
may be tolerated, two drinks impair driving 
ability for about two hours, three drinks are too 
many for safe driving. 


Safety Factors 


Automobile accidents rarely result from a 
single cause. The multiple factors involved 
make it very difficult to obtain statistical evi- 
dence on accident causes or to isolate the effect 
of one factor. There are, however, some posi- 
tive steps which can be taken to reduce the 
chance of injury when an accident does occur. 
Chief among these is the use of seat belts. 

The new federal standards which are now 
being implemented will require both shoulder 
and lap belts for front seat passengers and lap 
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DIAMOND 


THE WARNING SIGNS MEAN GET 
READY FOR DANGEROUS OR 
UNUSUAL ROAD CONDITIONS 
AHEAD, SUCH AS CURVES, INTER- 
SECTIONS, HILLS, DIPS, SCHOOL 
ZONES. OBEY THEM. 


RECTANGLE 


THESE WHITE SIGNS STATE THE 
LAW, SUCH AS "NO PASSING" 
OR "SPEED LIMIT 50." THEY TELL 


ROUND 


THE RAILROAD ADVANCE WARN- 
ING SIGNS MEAN A RAILROAD 
CROSSING IS AHEAD, BE PRE- 
PARED TO STOP. MAKE SURE ALL 
TRACKS ARE CLEAR BEFORE 
CROSSING. 


TRIANGLE 


THE TRIANGLE YIELD SIGN RE- 
QUIRES A DRIVER TO YIELD — 
SLOW DOWN OR STOP—TO GIVE 
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OCTAGON 


THE STOP SIGN, RED WITH WHITE 
LETTERING, MEANS WHAT IT SAYS 
—COME TO A FULL STOP. BE SURE 
THE WAY IS CLEAR BEFORE PRO- 
CEEDING. 


CROSSBUCK 


THIS IS THE TRADITIONAL SYMBOL 
AT RAILROAD GRADE CROSS- 
INGS. ALONE, OR WITH A BELL, 


YOU WHAT TO DO AND GIVE 
INFORMATION. TRAFFIC. 


belts for rear seat passengers. The evidence is 
clear that the use of such safety belts will greatly 
reduce the number of fatalities and the severity 
of injury in automobile accidents. Along with 
belts, many other federal standards are being 
added to protect automobile occupants from 
impact against the inside of the vehicle. This 
so-called “second collision” is responsible for 
most injuries and deaths. 

The car and the road on which it travels are 
important elements in safe transportation, and 
much attention is quite properly given to the 
engineering design of automobiles and roads. 
But it should never be forgotten that the driver 
is the most important safety factor of all. If the 
driver performance can be improved, there 
will be fewer accidents. 

One way to improve driver performance is 
to expand driver training and safety education 
programs. No beginning driver should be per- 
mitted to drive unaccompanied by an experi- 
enced driver until he has shown himself to be 
competent in the handling of the vehicle and 
knowledgeable of the rules of the road. 


Good Driving Habits 


Good driving, like many other skills, can be 
reduced to a habit pattern which permits the 
individual to react quickly and correctly in an 
emergency. Some good driving tips are: 

1. Keep your car in good condition, with 
special attention to tires, brakes, steering, and 
engine operation. 
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LIGHTS OR GATES, IT IS THERE TO 
WARN YOU TO BE ALERT. 


2. Keep the car as clean as possible, espe- 
cially windshield and windows. 

3. Fasten seat belts before starting the 
motor. 

4. Drive at a speed suitable for road and 
traffic conditions. 

5. Keep the car under control at all times. 

6. Signal all starts, stops, and changes of 
direction, using hand signals when necessary in 
addition to automatic turn and stop signals. 

7. Drive only when fully alert. 

8. Drive only when you are not fatigued; 
if sleepy, stop and nap. 

9. Drive only when you have not had alco- 
hol or any medication which might make you 
sleepy or interfere with good coordination. 

10. Drive only when you are mentally and 
emotionally calm. 

_ 11. Keep your temper when other drivers 
irritate you. 

12. Keep your mind on your driving. 

13. Refrain from smoking while driving. 

14. Wear glasses at all times if you need 
them while driving. 

15. Avoid arguments or distracting conver- 
sations while driving. 

16. Keep the inside of the car uncluttered, 
especially the back window ledge. 

17. Keep children and pets away from you 
while driving; children should be restrained by 
seat belts or harnesses, and pets should be 
trained to lie down and be quiet or should be 
put in a cage. 
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18. Think and look ahead, behind, and all 
around—keep yourself fully oriented to traffic 
conditions and be ready to meet changing 
situations whenever they occur. 

19. Be patient when delays occur—trying 
to run up the shoulder to get ahead in the line 
can be dangerous. 

20. Look before you back up, especially 
out of a drive where children may be playing— 
a “back-up horn” is a good investment. 

Overconfidence, the feeling that accidents 
can happen only to the “other fellow” is 
possibly the most deadly of all the driving 
booby traps, leading to carelessness and reck- 
lessness. Good drivers are defensive drivers— 
anticipating and reacting to potentially danger- 
ous situations. They realize that the stop light 
which suddenly flashes far up the road, or the 
siren that sounds behind, may affect them and 
they respond accordingly. Other situations that 
may produce trouble include: 

Sand blowing off trucks. This can cover your 
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windshield—don't follow too closely. 

Trucks carrying heavy machinery. These 
are often wider than normal, and the load may 
project behind; watch for red flag signals. 

Deer crossings. The signs should be heeded, 
especially at night; the eyes of the deer may 
reflect the headlights. 

Old and battered cars, especially if they are 
losing rubber from tires; a blowout might affect 
your car. 

Two cars passing in opposite directions at 
high speed near you; slow down in case they 
crash or side-swipe. 

Carelessly loaded trucks which may drop 
crates in your path or send a heavy plank 
crashing into your windshield. 

Fumes in station wagons near the back win- 
dow, especially when it is open; be alert for the 
smell of exhaust fumes and avoid carbon mon- 
oxide gas poisoning. For the same reason, stay 
far enough back from other cars so that their 
exhaust fumes do not enter your car. 
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Give frequent checks to the points designated above to be certain your car is safety sure. 


CHAPTER Five 


BOATING AND SWIMMING SAFETY 


BOATING OFFERS American families a great 
opportunity to get outdoors in a sport which 
can be enjoyed by almost every age group. 
Every year, 40,000,000 people engage in this 
healthful and fun-filled activity using at least 
8,000,000 boats. Accompanying this activity 
are a number of safety considerations which 
cannot be overlooked—especially by the per- 
son planning a family outing. 

Boats range from large cabin cruisers to 
small boats with outboard motors and canoes. 
Most precautions herein pertain especially to 
small boats, but some refer to boats of all sizes. 
One fundamental rule takes precedence over 
all others: Persons using boats for the first time 
should familiarize themselves thoroughly with 
all phases of boating, including how to cope 
with engine failure in power boats. They should 
understand weather warnings and develop a 
basic ability to judge weather trends for them- 
selves, at least to the extent of recognizing 
circumstances which suggest they should head 
for shore. 

Among the more common boat hazards are 
overloading, incorrect loading, improper 
movement of passengers, horseplay, and poor 
trip planning. 

Drowning is the principal concern in all 
water activities, as more than 90 per cent of 
the approximately 1,100 boating fatalities that 
occur in the United States each year belong in 
this category. Thus, the prevention of drown- 
ing is the first concern for anyone planning a 
boating trip. 

The best precaution to take is to “drown- 
proof” your entire family by insuring that 
everyone knows how to swim. This requires 
considerable forethought, for just a little swim- 
ming skill may not be enough in a boating 
emergency. Preferably all family members 
should be schooled in survival-type swimming 
—the ability to stay afloat—and how to swim 
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while wearing clothes. The Red Cross or 
YMCA normally provides this type of train- 
ing. 
For the family going on a boating outing, 
especially for the first time, a number of other 
preliminary precautions should be taken. Ap- 
propriate dress guarding against sun exposure 
should be worn. On a sunny day one can expect 
the sun’s rays to be compounded by their re- 
flection on the water surface. Every boater, 
especially persons highly sensitive to the sun, 
should regard a hat as essential. 


Basic Training 


There can be no substitute for training for 
the novice boatman. The nearest U.S. Coast 
Guard Auxiliary or U.S. Power Squadron can 
be consulted for courses in boat handling. 
Local boating clubs and the Red Cross also 
frequently provide such training. This training 
is essential before taking the responsibility for 
the safety of others. The greatest single cause of 
boating collisions is failing to obey the right-of- 
way rules. There is really no excuse for ignor- 
ance, since copies of these rules are readily 
available. 

The federal government and most states 
have laws covering boat ownership, operation 
and registration. The Recreational Boating 
Guide published by the U.S. Coast Guard 
(U.S. Printing Office, Washington, D. C., 
20402,—45¢) should be studied by all boaters. 
The Outboard Boating Club of America, 333 
N. Michigan Avenue, Chicago, Illinois 60601, 
also publishes an excellent handbook of state 
boating laws. 

The condition of your boat and its equip- 
ment is of basic importance. A must for every 
boater is a safety inspection each year by a 
competent agency, such as the U.S. Coast 
Guard Auxiliary. Inspections are offered as a 
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courtesy and involve no obligation to the 
boater. 

All craft should be checked thoroughly for 
leaks and other defects prior to casting off on 
any trip. Any water that may have accumulated 
in the boat must be removed. Even a small 
amount can become a slipping hazard. On all 
small boats, it is a good idea to carry an extra 
oar or paddle and a bailing can. Motor-driven 
boats should carry a fire extinguisher and tools 
or equipment for minor motor adjustments or 
repairs. A first-aid kit is always good equip- 
ment on any type of boat. 

There should be life jackets for each passen- 
ger with appropriate sizes for all ages and 
weights. Life jackets should be put on children 
before they board any craft. This in itself can 
add fun to a boat outing if you borrow some of 
the expressions, known to all children, such as 
“count down,” “check your equipment,” “pre- 
pare to shove off,” etc. 

Never hesitate to have “all hands” wear life 
preservers whenever the weather or any other 
unusual circumstances cause the slightest doubt 
of safety. Make sure all life preservers carry the 
U. S. Coast Guard approved label. A good idea 
in selecting life jackets or buoyant cushions is to 
pick a bright color such as orange which will 
contrast with the normal color of water and can 
be a significant aid in search and rescue. 

A briefing session, or “boat drill,” for all 
passengers is vital before casting off. 

This can be something of a challenge, where 
children are concerned, with their excitement 
running high and anticipation clouding most 
other thoughts. Nonetheless, it is sound prac- 
tice and better than trying to issue instructions 
when an emergency occurs. 

Briefing normally covers such specifics as: 

© Seating arrangements and the necessity 
for each passenger to stay in his assigned place. 

e Instruction to stay with the boat in the 
event of capsizing, because it usually will not 
sink entirely beneath the water surface and 
people can be located and rescued more easily. 

e Assignment of “buddies”—the person to 
look to in case of emergency. 

Total safe load, including passengers, out- 
board engines, and any other heavy equipment 
placed in the craft must not be exceeded. De- 
termining the safe passenger load capacity 
for a small boat involves a number of technical 
considerations for which competent and spe- 
cific advice should be sought in advance. Most 
new boats will display a small metal plate 
showing the maximum safe load and recom- 


mended horsepower for outboard craft. The 
obvious danger in overloading is that it reduces 
freeboard—the distance from the waterline to 
the gunwhale or edge of the boat. Thus the 
craft can take water easily and even overturn. 
At best it will be awkward to handle. 

Rough water requires even lighter loading. 
Stability of small craft is aided by keeping loads 
as near the bottom as possible. Sitting on the 
seat or thwarts of a canoe makes the craft less 
stable. It is far better for paddlers to kneel and 
all others to sit on the bottom. 

Even on brief cruises it is always a good idea 
to check the weather forecast before departing. 
Offshore winds can make the center of a lake 
dangerously rough even though the water near 
shore is calm. In addition to sufficient fuel in 
the tank, it is a good idea to carry an emer- 
gency supply in a clean can with a safety spout. 
Never attempt refueling with the motor run- 
ning. It is also well to notify someone ashore 
of your cruise plans and approximate time of 
return. 


Boat Handling 


Many small-boat operators fail to realize 
the power exerted by a strong current or the 
difficulties of maneuvering large craft—espe- 


SAFETY 


cially the commercial barge type frequently 
encountered on open waterways. These slow- 
moving barges can weigh thousands of tons, 
need lots of room to turn, and often can’t stop 
in less than half a mile. Avoid standing or 
drifting in the channels frequented by these 
large vessels; they frequently have a blind spot 
just in front of the lead tow which makes a 
small boat invisible to the pilot. Courtesy as 
well as common sense requires any boater to 
keep in plain view at all times. 

The wash of such large craft, or for that 
matter, of speed boats, can swamp or overturn a 
small boat caught broadside. Before large 
swells reach your boat, turn and head into 
them, slowing down so that they will slide 
under you from end to end. Conversely, when 
operating a boat which leaves a high wake, 
courtesy demands reduced speed when passing 
small craft and their docking areas. 

Passage through anchorages must always be 
at a minimum speed since a wake can rock 
other boats violently, spilling dishes and hot 
fluids and causing other nuisances. 

The standard distress signal for boaters in 
the event of disablement or when help is other- 
wise needed is a slow and repeated raising and 
lowering of the arms outstretched to each side. 
A boater can increase the visibility of his signal 
by holding a handkerchief, towel, or shirt in 


When meeting head on or nearly so, keep to the right. 
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When crossing, the boat on the right has the right of way, 


each hand. 

The difference between a fun-filled, safe 
boating adventure and a tragedy rests with the 
boat operator. In the tradition of the sea cap- 
tain, a boat owner must be responsible for all 
that occurs aboard his vessel. So it behooves 
every boater—actual or potential—to learn 
all he can about this wonderful sport so that he 
and his family can have maximum enjoyment 
of our wonderful water resources. 

Falls are a prime cause of injury afloat as 
well as ashore. Tripping hazards should be 
eliminated whenever possible, or marked con- 
spicuously if they must remain. Shoes that grip 
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and the boat on the left must make adjustments. 


the deck are essential. 

Good housekeeping is even more important 
afloat than ashore. There is less room on a boat 
for storage, and in an emergency some article 
may be needed in a hurry. There should be a 
place for everything—and everything should 
be kept in its place. This practice also makes 
for cleanliness and helps reduce the chance of 
fire aboard ship. 


Water Sports 


A boater may engage in many related water 
activities. Fishing, one of the most common, 
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requires only a few special precautions: 

1. Don’t stand up or jump around in the 
boat—control your enthusiasm even when net- 
ting a big fish; this can be a special problem 
when very young “sailors” are in the party. 

2. Cast overhead, not side arm. 

3. Make sure that back casts do not hook 
others on board. 

Water skiing is another popular activity 
which any good swimmer can enjoy. The sport 
is easy to learn and does not require a large 
degree of athletic ability. Because skiing should 
never be done in less than five feet of water, a 
novice swimmer should improve his ability 
before he puts on skis. The flotation device 
worn by all knowledgeable skiers is no substi- 
tute for swimming ability. Water skiing requires 
team work. In addition to the boat operator 
and the skier, there should also be present a 
responsible observer in the towing boat facing 
the rear and watching the skier at all times, The 
boat operator must be familiar with the area 
and know the meaning of the different buoys 
and waterway markers. 

When operating in an area frequented by 
Scuba (Self-Contained Underwater Breathing 
Apparatus) divers, boaters must be mindful of 
the flags which indicate that a diver is in the 
water. This flag is square with a red back- 
ground and diagonal white stripe from the top 
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of the hoist to the bottom of the fly. By staying 
clear of such an area you will avoid striking a 
submerged diver or cutting his line. 


Swimming Safety 


The National Safety Council estimates that 
only about half of the American people swim 
well enough to take care of themselves in the 
water. And one doesn’t have to go swimming or 
boating to get into trouble in the water. 

Of 7,000 drownings in a recent typical year, 
only 2,700 took place while victims were swim- 
ming. The others fell into the water from docks, 
piers, boats, or while fishing, and most of them 
were clothed. If they had learned nothing more 
than how to stay afloat with clothes on, they 
might have been saved. 

The first thing any prospective swimmer 
should learn is how to float. The body floats 
naturally because of the air in the lungs. Trou- 
ble comes when the swimmer becomes panicky 
and tries to get too much of his body out of the 
water. Then he starts to flounder. Even very 
small children can learn to float, with clothing 
or in bathing suits. Treading water and dog- 
paddling are easy first steps in learning to swim. 

Swimming instruction is available in almost 
every community for those who need it. Many 
children take to water naturally and learn to 
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swim without instruction, but they must be 
supervised until they learn. For lessons, one 
may consult the community facilities where 
swimming pools exist—the schools, play- 
grounds, gymnasiums, and YMCA. The Amer- 
ican Red Cross has published standard in- 
structions for formal lessons, and the local 
chapters provide the instruction in many com- 
munities. Many schools now make swimming 
an integral part of their physical education pro- 
gram. It is recommended that children expect- 
ing to spend a summer at a camp learn to swim 
during the previous winter or spring. 

Learning to swim is a basic necessity for 
anyone who ever goes in, on, or near water. But 
even experienced swimmers can drown if they 
forget or ignore the principles which make 
swimming safe. Some of these warnings, which 
too often go unheeded, are as follows: 

Don’t swim at a beach or pool that is posted 
as dangerous. 

Always swim with a buddy, never alone. 

Don’t swim at night except in lighted and 
attended pools. 

Don’t go swimming without letting some 
responsible person know where you are going. 

When swimming across a lake or river, Or 
performing other endurance tests, have a boat 
accompany you. 

Pay attention to posted depth signs if you 
are not a good swimmer. 

Don’t swim in the surf unless you are a 
strong swimmer. 

Don’t dive into strange waters where rocks 
or stumps may be concealed. 

Don’t call for help unless you mean it— 
remember the boy who called “wolf” so often 
that nobody paid attention when he really 
needed help. 

Don’t let children float into deep water on 
wings or inflated toys. 

Don’t indulge in swimming races or endur- 
ance tests immediately after a meal. 

Don’t dive or jump into extremely cold wa- 
ter; the shock may cause muscle cramps; it is 
better to ease in gradually; also avoid swim- 
ming long distances in cold water. 

Cramps are due to cold or tired muscles; if 
you get a cramp while swimming, draw your 
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knees up to your chest while floating, and mas- 
sage the cramped muscle. 

Water games should be played according 
to the rules; rough-house in the water and 
especially ducking non-swimmers should be 
strictly avoided. 

Questions have been raised about the dan- 
gers, if any, involved in swimming after a meal; 
at some schools, parents have protested against 
swimming instruction immediately following 
lunch. The swimmer caught with a “cramp” 
is the bogeyman of the small boy being warned 
against going beyond his depth. Studies have 
shown that simple swimming, without com- 
petitive urge and in the absence of emotional 
disturbance is not interfered with by the proc- 
ess of digesting a recent meal, nor does swim- 
ming affect digestion. 

The practice by apprehensive mothers of 
keeping their children from even wading after 
a meal is unnecessary and has no medical jus- 
tification. Swimmers should not, however, 
plunge into cold water after being overheated 
by a ballgame on the beach. 


Scuba Diving 


Scuba diving is an increasingly popular sport 
but one that demands a high degree of swim- 
ming ability and special knowledge and train- 
ing. It should not be regarded as a self-taught 
skill. 

A physical examination by a medical doctor 
familiar with the demands of underwater swim- 
ming is a sensible prerequisite. 

Basic training in scuba diving can be ob- 
tained from the YMCA where the instructors 
are certified to teach and supervise this sport. 
The physical and emotional demands of this 
sport require a degree of maturity found in few 
other sport activities. The minimum age for 
scuba diving instructions is generally regarded 
as 17. 

The selection of scuba diving equipment and 
sources for breathable air require a certain 
amount of technical knowledge. Experienced 
divers or recognized authorities should be con- 
sulted prior to selecting any scuba components. 


CHAPTER SIX 


SAFETY ON THE FARM 


SEVERAL THOUSAND farm residents die in 
farm, home, and highway accidents each year. 
Many hundreds of thousands suffer disabling 
injuries and are often permanently crippled. 
The human and economic costs are enormous. 
This is why farm leaders are so concerned 
about accidents, why they often ask for help in 
the big job of preventing accidents. 

The farm has many hazards. The entire farm 
family, because it lives on the worksite, is ex- 
posed to farm or farm-work dangers. Farmers 
must operate many kinds of machinery and 
handle many different jobs requiring a variety 
of skills. 

Accident and fire prevention is important to 
a farm family because fire fighting and emer- 
gency medical care services often are inade- 
quate in rural communities, and may be many 
miles away. Arrival can be delayed by bad 
roads, snow or mud. ; 

Severe injuries often occur to farmers when 
they are working alone and unable to let some- 
one know of their plight. Delays in getting 
medical help can mean death or permanent 
disability from otherwise minor injuries. In 
contrast, an injured industrial worker receives 
medical attention moments after an accident. 

In addition to daily use of safe practices and 
having safety devices such as fire extinguishers 
and tractor operator overturn protection, farm 
people should know how to administer first aid 
and mouth-to-mouth resuscitation, have a fire 
escape plan and be prepared for other possible 
emergencies such as blizzards, tornadoes, and 
floods. 

No safety consultant helps the farmer nor is 
he required to follow safety rules. In the factory 
or office, the boss or a safety supervisor sees to 
it that each is trained for his job, that machines 
are properly guarded, and that everyone works 
safely. It is much easier to keep the number of 
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accidents low in places where the work habits 
and work areas can be checked often. Thus, 
industry and business (except mining and con- 
struction) have a much better safety record 
than does agriculture. 

Individuals are to blame in 9 out of 10 ac- 
cidents. There are many reasons why farm 
people have accidents; often a combination of 
things lead up to them. Forexample, let’s take 
the case of John Smith who lost an arm in a 
corn picker trying to unclog the picker with the 
power “on.” But what happened before the ac- 
cident that got John into trouble? He was usu- 
ally a safe operator. 

A week ago, John and his neighbor had an 
argument over some bad fencing. Last night 
they met in town and John came home boiling 
angry. He lay awake half the night. The morn- 
ing went badly—his wife was grouchy, the trac- 
tor wouldn’t start, and the neighbor’s cows had 
gotten into his yard. He was in no mood to go 
to the field that day. He was sleepy and tired 
and so occupied thinking about what he’d tell 
Brown about those cows that he wasn’t paying 
much attention to his job. His reflexes were 
slower. The accident stage was beautifully 
set—a tired, angry, preoccupied man... a 
powerful tractor and a potentially dangerous 
machine . . . then a bad clog to anger him fur- 
ther. He jumped off the tractor, not turning off 
the power, and attacked the mass of stalks and 
weeds. Then it happened! 

The point of this story is that no accident is 
simple. Many things contribute to an accident. 
Here are some of the “human” factors behind 
most farm accidents: 

Temporary Impairment; A number of things 
can temporarily reduce one’s ability to work, 
drive or play safely. Being sleepy or fatigued 
are familiar examples. Minor illnesses, too 
much drinking, potent medicine, being bored 
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or being disinterested in a particular activity 
also can determine how well we do. Enough 
rest and a ‘good diet plus refreshment breaks 
during the work day are good defenses against 
accident-producing fatigue. Alcohol and drugs 
boost the chance of accident especially when 
driving, operating machinery, climbing or boat- 
ing. One should avoid hazardous activities 
when taking certain medicines, and always 
check with the doctor or note precautions on 
the label. 

Permanent Impairment: Physical or mental 
disabilities, chronic disease, alcoholism, and 
senility reduce performance in many activities 
and make attempting them inadvisable. A per- 
son who can’t see properly shouldn’t drive a 
car, An aging man can’t toss hay bales about 
as he once did. A shaky, poorly coordinated in- 
dividual is likely to get hurt running power 
equipment calling for a quick, true, steady 
hand. A person must know what he can or 
can’t do safely, then act accordingly. One’s 
doctor can give helpful advice. 

Improper Conduct or Activity: Haste and 
short cutting are common accident factors, 
along with not having adequate tools or equip- 
ment properly safety-checked for the activity. 
To prepare for a safe day be sure all equipment 
is in good condition. Choose the correct, safe 
method of doing the job and stick to it—don’t 
rush or cut corners. Keep within your ability to 
do the job safely—if you’re dead tired after 10 
hours don’t hammer away for 14 to 16 if you 
can avoid it. 

Reaction to Environmental Stresses: En- 
vironmental factors can adversely affect indi- 
vidual performance in farm and home activity. 
Among these are heat, cold, wind, noise, vibra- 
tion, chemicals, dust, chaff, jolts, dampness, 
insects and allergens. To help offset them, 
choose suitable clothing for the activity and 
weather, When needed, use protective equip- 
ment such as respirators, safety shoes, goggles, 
safety glasses, head and hand protection. Cabs 
and accessories for tractors and self-propelled 
harvesting equipment are available to minimize 
many of the detrimental elements just noted. 

Ability and Skill: Some people, try as they 
may, simply are inept at doing some things. 
Others are poorly equipped for safe conduct of 
the job because they lack proper training, prac- 
tice or experience. Before tackling a job, be 
sure you have ample skill and knowledge to do 
it safely. Train youngsters and give them op- 
portunities to develop skills and confidence 
before letting them “go it alone.” Avoid activ- 
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ities that you can’t safely manage. 

Emotions and State of Mind; Emotions af- 
fect performance and play a leading part in 
accident causation. A hurried driver made an- 
gry by a slow truck may attempt to pass at all 
costs. Temper makes a man yank a wrench 
hard enough that it is bound to slip, usually 
resulting in badly skinned knuckles. Driving 
nails and getting mad invariably lead to 
smashed fingers. Rather than getting mad, take 
a second look to see what is causing the prob- 
lem. But if you do “boil over” cool down before 
resuming the activity. If what you wish to do 
needs your normal skill and attentiveness for 
safe conduct, be extra alert or don’t try it at 
all if you are depressed, grieving, worried, extra 
tense or preoccupied. 

Age: Many young children, who lack experi- 
ence and understanding of the possible dangers 
of machinery, chemicals, electricity and ani- 
mals, are victims of farm accidents. Often 
adults are to blame for permitting children to 
ride on machinery, for leaving poisons within 
their reach, for not teaching them what is safe 
and what is not and for not making the farm as 
hazard-free as possible. Immature and inex- 
perienced boys cannot safely handle man-sized 
farm machinery. Older persons account for a 
large share of accidental deaths and injuries, 
many of which are due to falls, because aging 
slows sensory and motor functions. Older peo- 
ple should revise work loads and related activ- 
ities to fit their abilities. The farm home and 
buildings also can be made safer for them by 
removing tripping hazards, rearranging items 
for easier access, installing strong handrails 
along stairs, in the bathroom, providing ample 
light for best vision, and minimizing fire dan- 
gers throughout and around the home and out- 
buildings. 

Response to Danger or Emergency: Many 
people panic or “freeze” when confronted with 
an emergency situation such as might be en- 
countered when driving an auto or tractor. 
Surprise often leads to wrong or delayed cor- i 
rective action, as might lack of experience or 
facing an unfamiliar hazard. Be prepared for 
the unexpected. Learn how to cope with pos- 
sible dangerous situations by study and prac- 
tice. Also, know how to use fire extinguishers, 
administer first aid and mouth-to-mouth re- 
suscitation, evacuate your home if it catches 
fire, safely pull your car out of a skid or back 
onto the pavement if it veers off. Teach young- 
sters what the hazards are for any activity and 
then what to do in a dangerous situation. 
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“Manana (I'll do it tomorrow) Complex”: 
Putting off fixing something, not removing or 
correcting hazards, overlooking or ignoring 
small things that could cause an accident are 
typical human failings. Forgetfulness is an- 
other, such as forgetting to replace shields re- 
moved from machines, even years later. 
Survey your home and farm periodically for 
hazards that could hurt someone, start a fire 
or entice children into trouble. If you find a 
hazard, fix it soon as possible, or learn to live 
with it safely if it cannot be fixed. 

Consideration of Safety: Unfortunately, mil- 
lions of Americans work, play and drive with 
little or no conscious thought for safety. They 
may not know or care much about safety rules 
as such. And if a rule gets in the way, many will 
break it (common on our roads), or grudgingly 
comply more out of fear of being caught than 
from a desire to avoid accidents. Some will de- 
fend this indifference by saying, “Well, when 
your number is up, it’s up,—so why worry?” 
Others simply cannot (or refuse to) visualize 
themselves getting killed or mangled in an acci- 
dent. Or they have faith that somehow they will 
come out on top. No normal individual wants 
to have a serious accident, regardless of his 
views or attitudes. Accidents can be prevented 
and avoided. A good safety attitude makes you 
want to practice safety in all activities, elimin- 
ate hazards and prepare for emergencies. 


Farm Machinery 


Of all farm machinery, the tractor is in- 
volved in the most injury-producing accidents, 
but it is considerably safer than several other 
machines, (cornpicker, baler, combine, etc.) 
in terms of man hours of use. About six in ten 
tractor accident fatalities and many serious in- 
juries involve sideward or backward tractor 
overturns. Other mishaps include falling from 
tractors (often extra riders), collisions with 
motor vehicles on public roads, and getting 
caught in exposed or inadequately shielded 
power take-off shafts. 

Deaths and injuries due to tractor upsets can 
be minimized by utilizing operator overturn 
protection. A protective frame or crush- 
resistant cab on a tractor safeguards the driver 
by limiting roll to 90°. A seat belt adds to pro- 
tection by holding him firmly in the seat while 
the strong circle of steel around him prevents 
him from being crushed. Make sure your trac- 
tors are so equipped. 

Driving too fast for conditions causes a large 
portion of the tractor overturns. Many of these 
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occur when the tractor is in transit. High speed 
combined with a sharp turn, hitting an obstacle 
or rut, dropping off an embankment or road 
edge, or crossing a steep slope can lead to up- 
set. 

Keep your travel and working speeds at a 
safe level for the ground, load and visibility 
conditions. Operate at moderate speed on 
rough, uneven or sloping ground. Slow when 
turning. When pulling a heavy rolling load, use 
lower gear downhill for braking and uphill for 
power. Cut speed and be alert for hidden logs, 
rocks, stumps or holes when going through tall 
weeds, grass or crops. Drive slowly when cross- 
ing or working along shallow ditches or grass 
waterways. Stay safely clear of irrigation or 
drainage ditches. 

A high hitch to get more traction for pulling 
heavy static loads can result in a backward 
overturn, Hitch only to regular hitch points or 
drawbar set no more than 17 inches from the 
ground. Engage the clutch smoothly. 
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Have power take-off shield in place before 
using power take-off. Unguarded, it is ex- 
tremely dangerous. Disengage engine power to 
the power take-off when leaving tractor seat. 

When stopping the tractor, lock the brakes 
and put the gears in neutral. Hang onto the 
keys yourself if youngsters might attempt to 
start the tractor. 

Before refueling, shut off engine and allow it 
to cool (if hot). While refueling, put out open 
lights or flames and stop smoking. Keep engine 
free of grease accumulations and fix fuel leaks 
immediately. Equip your tractor with a dry 
chemical fire extinguisher. 

Don’t wear loose or torn clothing or shoes 
that could catch on something or cause slips. 
Shoes with good soles and close-fitted clothing 
are both safer and more comfortable. 

Modern farms are equipped with power- 
driven machines for harvesting crops. Unfortu- 
nately, each year thousands of people—both 
adults and children—get caught or tangled up 
in them. Harvesting machines have “mouths” 
into which go plant material for processing, 
usually involving a means of cutting or strip- 
ping the crop. These cannot be completely 
guarded because such machines could not per- 
form their work. Also, this equipment has sys- 
tems of belts, pulleys, gears, chains, shafts, 
arms—things that rotate or rock with speed 
and power. Therefore, keep in mind the follow- 
ing basic rules of farm machinery safety: (1) 
Always shut off the power before adjusting, 
servicing or unclogging; (2) Keep children off 
and away from working machines; (3) Keep 
all guards and shields in place while operating; 
(4) Be extra careful around moving parts; (5) 
Wear close-fitting clothing with no loose ends 
to catch in moving parts; (6) Keep machines 
in good condition and operate them properly to 
minimize trouble and accident hazard. 


Chemical Safety 


Agricultural chemicals are very widely used 
in farming operations to kill weeds, insects, 
disease agents, or rodents and to improve the 
fertility of the soil. They can be used safely and 
effectively if a few simple basic safety rules are 
followed. 

Read the label and follow the directions on 
the label. If you don’t understand them, call the 
chemical dealer, county agent, or health de- 
partment and ask for someone who can explain 
it clearly. You must know what's in the con- 
tainer, what it’s for, how to use it safely, what 
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special equipment may be needed, how to 
store it, how to dispose of unused portions 
and the container, and what to do if toxic 
chemicals get on or in the body. 

Use as directed, using only the amount 
recommended on the label. The old adage 
that if a little is good a little more must be 
better is not true with chemicals. Companies 
spend much money and effort testing chem- 
icals to determine the amount, time, and 
method of application for maximum effective- 
ness, safety, and economy. No layman can 
match that. 

Some potent chemicals require special hand- 
ling and protective devices. Avoid contact or 
inhalation. Wash up before eating or smoking 
and change clothing when you come in from 
the job. If the chemical fails to give expected 
results, consult an expert first rather than trying 
out heavier applications or your own “mudpie” 
mixtures with other chemicals made for other 


purposes. 
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Store chemicals in original labeled containers 
in a suitable storage place locked up or well be- 
yond the access or ingenuity of children or 
animals. Never put chemicals in unmarked 
containers, particularly of the kind that chil- 
dren (or adults) associate with food and drink. 
Many children are poisoned by eating or drink- 
ing chemicals stored in pop bottles, cake tins, 
cider jugs and similar containers. If the old 
container is damaged, be sure to transfer the 
label and plainly mark the new container. Re- 
turn unused chemicals to safe storage right 
away to protect children and animals. 

Dispose of empty containers and unneeded 
left over chemicals, but not in garbage cans, 
dumps, streams or places accessible to children 
and animals. Rinse empties that contained 
liquids, then crush, break and bury them if 
possible. Burn paper bags and fiber drums, but 
avoid the smoke and fumes—they might be 
poisonous. Check with your dealer, too, for his 
recommendations, especially if you use large 
numbers and amounts of agricultural chem- 
icals. 

So that the doctor can give the right treat- 
ment in case of accident, be able to furnish him 
with the label or with the chemical names of the 
active ingredients, the antidote statement and 
the name and address of the manufacturer. 


Rural Traffic 


Rural roads and highways are the sites for 
seven out of every ten traffic-fatalities. Traffic 
safety is discussed in Chapter Four, but several 
points apply particularly to farm people. 

Slow-moving farm vehicles on public roads 
present a traffic safety problem. Motorists of- 
ten collide with the rear of farm vehicles when 
they fail to identify such vehicles as slow mov- 


ing or misjudge speed differences between 
themselves and the slow vehicles. The Slow- 
Moving Vehicle (SMV) emblem designates 
vehicles with maximum speed capabilities of 
less than 25 mph. Several states now require 
use of the SMV emblem on the rear of slow- 
moving vehicles. This unique device is trian- 
gular and highly visible with a fluorescent 
orange center for daytime viewing and a re- 
flective red border for nighttime. The emblem 
should be mounted at the rear of the vehicle 
three to five feet from the ground. 

Equip your farm machinery with SMV em- 
blems to help motorists identify it in ample time 
to slow down. Also, make sure lighting is ade- 
quate and meets your state’s requirements, and 
that any other required warning devices (such 
as flags) are in place when you transport on 
public roads, 

Be courteous. Pull over when possible to let 
traffic pass, especially if oncoming traffic is 
heavy, if you are on a curving or hilly road, or 
if you are towing a wide implement that par- 
tially blocks the roadway. Make certain on- 
coming or following drivers get your signals 
when you wish to turn, slow down or stop. 
Also, stop and look before entering or crossing 
aroad from a field or farm driveway. 

Keep farm trucks in good condition. There’s 
a real difference between the acceleration of an 
empty or lightly loaded farm truck and the 
same truck heavily laden. This difference must 
be compensated for when trying to pass or ac- 
celerate after pulling onto the road. Lights, 
tires, brakes, and engine should be checked 
periodically. When hauling high, heavy of 
bulky items, load the truck carefully so that it 
will be easy to handle and nothing will fall off 
onto the roadway. 
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Because country roads don’t usually have 
heavy traffic, drivers often become slack in 
following safe driving practices. Rural roads 
are often narrow, have sharp rises and dips, 
high banks ard curves, and frequently are 
rough or poorly surfaced. Many intersections 
have no stop signs and sometimes high crops 
or weeds obstruct vision. Yet farm people, 
perhaps too familiar with their local roads, 
will speed along in the middle of the roadway, 
not stop for intersections, and whip around 
curves or up and down hills with hardly a 
thought that someone else (maybe a neighbor 
or a stranger) may be approaching in like 
manner. 

Good driving practices are just as impor- 
tant on country roads as they are on highways. 
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Fire Prevention 


Fire consumes around $200,000,000 worth 
of farm property annually. Many farm families 
watch their homes, livestock, crops, keepsakes, 
and possessions—and sometimes their hopes— 
destroyed by the flames of unnecessary fires. 

Farmers can’t always rely on community 
fire protection. Often, a farm fire is out of 
control before aid is able to: arrive and begin 
battling the blaze. If rural roads are especially 
bad, the fire department may not make it 
through at all. 

Prevention is the answer to the farm fire 
problem, plus protective devices and measures 
to keep a small fire, if one accidentally starts, 
from growing into a big fire. Farm fires can 
be prevented. Here are some suggestions: 

@ Remove paper, rags, rubbish, and other 
unused combustibles from house and other 
farm buildings. 

© Keep heating systems in good shape— 
check out flues, chimneys, stoves, furnaces, 
kerosene heaters, space and barn heaters. 

@ Use care with gasoline and kerosene. 
Never pour them into stoves to get a fire going. 
Keep fuels stored out of the house in sturdy, 
well-marked containers. 

@ Check the electric wiring periodically. 
If lights dim or fuses blow, you're overloading 
the circuit or have a short. Check the trouble. 
If it’s overloaded, lighten the load. Or better, 
install wiring with greater capacity to handle 
all your needs. Use only the fuse size called 
for in the circuit—never substitute a heavier- 
rated fuse. Periodically check wiring which is 
exposed to weather or to flexing and physical 
stresses. 

e If hay is stored in the barn, use a hay ther- 
mometer daily for signs of heating. If hay is 
heating (180 degrees and over), cut slices 
through the center or move it around into 
smaller piles or out of the barn. 

e Fuel to power farm machinery should be 
stored in overhead or underground tanks made 
for this purpose, preferably 40 feet from 
nearest building. One should be able to refuel 
with minimum spillage. 

e Make certain lightning rods are well 
grounded and insulators are in good shape. 

e Watch smoking habits. Provide plenty of 
ashtrays or receptacles in the house and work 
areas. Don’t smoke in buildings where flam- 
mable liquids or chemicals are stored or where 
hay, straw, or litter is present. Keep matches 
away from children. Don’t toss away lighted 
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matches or cigarettes—be sure they are out. 
Don’t smoke when you're apt to doze. 

è Repair or replace worn power cords, 
plugs, or switches. 

© Keep proper and adequate fire extinguish- 
ers handy in all buildings and on trucks and 
tractors. Read the instructions; know how to 


use extinguishers immediately and note re- . 


charging information. 

© Keep buckets, sand, and ladders handy. 

e Have a good supply of water available 
and easily accessible. Special couplings for 
water systems help the fire department hook 
up its equipment. 3 

@ Develop a home drill and fire escape plan 
so that the family can quickly evacuate a 
burning house or barn. Farm families espe- 
cially need this plan, as help may be delayed 
and early escapes will be up to the family 
itself. Each bedroom should have a rope ladder 
or means of getting from windows to the 
ground. Learn how to break and leave a win- 
dow safely, how to test a door for heat before 
opening it. Smoke and heat are usually the 
killers, not flames. Have a meeting place 


outside and insist that everyone go there for . 


“head count” (hundreds have rushed back 


into flaming houses and died to save someone’ 


who was already out but out of sight). 

@ Keep phone numbers of fire department, 
police, and nearest neighbors handy. When 
fire strikes, get persons out and away from 
the danger area. Don’t risk life. Call or send 
for help. 

A delaying action may be possible if the fire 
is small enough to put out by an extinguisher 
or other means used quickly. Class A fires— 
those involving such combustible materials as 
wood, paper, or hay—should be cooled off. 
Use water. 

Class B fires are caused by grease, oil, paint, 
gasoline, etc. They burn only on the surface. 
When the flame is out, the fire is out. These 
must be smothered by shutting off the air. Use 
dirt, sand, blankets, or sacks soaked in water, 
dry chemical, carbon dioxide or vaporizing 
liquid extinguishers. Water may spread the fire 
(oil and the blaze will float on top of the 
water). Never pour water on kitchen grease 
fires. The hot grease will spatter. Use baking 
soda instead. 

Class C fires involve electricity and elec- 
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trical equipment. These must be smothered. 
Use dry chemical, dioxide, or vaporizing liquid 
extinguisher. Never use water because shock 
danger is very great and potentially death 
dealing. Extinguishing agents ‘must be non- 
conductors of electricity. Don’t use vaporizing 
liquid extinguishers in confined places—they 
need ventilation. 


Farm Homes 


The section on home safety (Chapter One) 
discusses ways to prevent most home acci- 
dents. These apply equally to farm homes. 
Some special hazardous conditions often 
found in farm homes are the results of age, 
weathering, neglect, unsafe design, and use of 
antiquated household equipment. A large num- 
ber of presently used farm homes were built 
by farmers themselves with families or neigh- 
bors pitching in, or by local carpenters. Little 
attention was paid to providing safety features. 
They often are firetraps and easily set ablaze. 
Many farm homes have very narrow and hard- 
to-climb stairs and steps. Rather than base- 
ments, low-ceilinged cellars with rough, uneven 
floors were made. 

Remodeling has made many old farm homes 
quite modern and considerably safer to live in. 
In some areas, however, many farm homes 
still have no electricity, indoor plumbing, or 
running water. Wood, coal, or oil stoves are 
used for heating and cooking, thus increasing 
the fire danger or danger to small children. 
Lighting is by lamps or lanterns, another fire 
hazard. 

If some of the “built-in” hazards of older 
farm homes can not be eliminated, the dweller 
should learn to live safely with them. Extra 
care is needed to prevent fire. Strong handrails 
are needed on narrow or steeply rising stair- 
ways along with plenty of good light. Flooring 
and porches should be checked often for rot- 
ting or loosening boards. Outdoor toilets 
should be kept sanitary and free of stinging 
insects and spiders. 

Farms can be safe if a little time, effort, 
and interest are given to learning the rules of 
safety. It is up to the individual farm family 
who, as a group, are unmatched in independ- 
ence and responsibility for their own safety 
and progress. 


CHAPTER SEVEN 


ON-THE-JOB SAFETY 


Two WORKERS are killed and 250 are in- 
jured each hour in the U.S. Who pays the 
price of these accidents? The cost, estimated 
to be about $775,000 per hour, is paid by 
every American family. Accidents lower pro- 
duction rates and lessen the quality of prod- 
ucts. Accidents, by increasing production costs, 
raise the prices of commodities purchased by 
the public. The injured worker, however, pays 
most through the loss of an arm, leg, or eye, or 
perhaps the loss of his job or his life. 

Most accidents are caused by unsafe con- 
ditions, unsafe acts, or both. Some simple 
common-sense rule has either been ignored, 
forgotten, or misunderstood. 


Lifting 


The major cause of injuries, disabling about 
500,000 workers a year, is the mishandling 
of materials. Most injuries are to the back as 
a result of improper lifting. Stooping with the 
back arched and with the load out at the end 
of the arms causes the injury. Lifting in this 
manner puts the whole strain at the point of 
the bend of the back where the muscles lack 
the strength to bear the load. 

There are simple rules for lifting which must 
be understood and practiced. The object to 
be lifted should be inspected for weight and 
size. Help should be secured if the load is too 
heavy or awkward. The worker should plant 
his feet firmly, well apart. He should then 
squat with his knees bent and get a good grip 
on the object. He should keep his back as 
Straight as he can and lift slowly, without jerk- 
ing, by pushing up with his legs. The strong 
leg muscles should do the work rather than the 
back muscles. The body should never be 
twisted with the load. The way to lower an 
object is essentially the reverse of lifting it. 

There are tricks that can help the handling 
of odd shapes. Sacked material should be 
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grasped by diagonal corners and swung to one 
shoulder with a boost from the knee. Long 
objects should be carried over the shoulder with 
the end held as high as possible to prevent 
striking other employees or damaging prop- 
erty. Carboy boxes should be handled by hand 
trucks. Cylinder dollies should be used to move 
compressed gas cylinders. 


Falls 


The second greatest number of on-the-job 
injuries results from falls, which disable almost 
450,000 workers a year. As many happen on 
the level as from elevated places. Falls may 
be the result of stumbling, slipping, or loss of 
balance. Usually they are caused by plain 
carelessness—objects left in the middle of the 
aisle or on stairs, spilled oil, grease, or water, 
waxed floors, or icy exterior walks. Rushing up 
or down stairs can throw an individual off bal- 
ance. Stairs should be walked up and down 
slowly with feet firmly planted on each step and 
the handrail used. Jumping from trucks or load- 
ing docks has caused serious injuries. 

Falls from ladders have permanently dis- 
abled many workers. Ladders should be in- 
spected for cracks or loose rungs. They should 
be long enough so that it is not necessary, to 
stand on the top rungs. The ladder should 
have safety feet. A board should be used on 
soft earth to level the feet. The ladder should 
be set one foot away for every four feet up to 
the point of support. Since the rungs are one 
foot apart, it is very easy to figure the distance. 
Climbing up the ladder should be done with 
both hands holding the rungs. One should 
never overreach from a ladder. 


Protective Equipment 


The third major cause of work injuries is 
falling, moving, or flying objects. More than 
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300,000 workers are seriously injured in this 
manner each year. In most cases, the injured 
worker has failed to wear protective equipment 
when the job calls for it. 

Safety glasses or shields will protect the 
eyes from small particles that can penetrate 
them and cause permanent blindness. Safety 
glasses can be equipped with corrective lenses 
for those who need them, but they are of no 
value unless worn. Many tragic eye losses 
have occurred to workers who made a habit 
of removing their eye protection for just a few 
minutes. 
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LIFT THIS WAY 


. CHECK WEIGHT AND SIZE. A BULKY, 
AWKWARD LOAD CAN CAUSE MORE 
STRAIN THAN A COMPACT HEAVIER 
ONE. 


w 


PLANT YOUR FEET FIRMLY, WELL APART, 
AND SQUAT DOWN. 


w 


. WATCH OUT FOR SHARP EDGES. GET 
A GOOD GRIP. 


. KEEP YOUR BACK AS STRAIGHT AS YOU 
CAN. LIFT SLOWLY (DON'T JERK) BY 
PUSHING UP WITH YOUR LEGS. 


a 


5. DON'T TWIST YOUR BODY WITH THE 
LOAD. SHIFT YOUR FEET. 


Safety hats should be worn on certain jobs, 
especially around overhead work or where 
there might be falling objects. Such industries 
as construction, petroleum, or steel have zoned 
areas in which hard hats must be worn by all 
personnel, workers, and visitors. 

Safety shoes are one of the greatest inven- 
tions in the history of accident prevention. 
The steel toe box, made to specifications, 1s 
strong enough to support a load of 2,500 
pounds and to withstand the impact of a 50- 
pound weight dropped on the foot. The hid- 
den steel cap often means the difference be- 
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tween a crushed “foot or an injured toe and no 
injury at all. 

In addition to wearing required protective 
equipment, the worker must stay out from 
under cranes, suspended loads, or overhead 
work. He should stand clear when bells or 
horns warn him of passing power trucks and 
overhead equipment. He should stay clear of 
barricaded areas. To protect others, he should 
prevent tools or materials from falling from 
overhead work and warn unauthorized per- 
sonnel away from danger zones. 


Machinery 


Machinery mishaps are the fourth major 
cause of work-related injuries. About 225,000 
workers are disabled each year because of 
misuse of machines, disregard of guards, failure 
to dress properly when operating machines (no 
jewelry or loose clothing), not locking or tag- 
ging main power switches during repairs, or 
letting machines run unattended. 

These four major causes of on-the-job in- 
juries cause two-thirds of the 14,500 deaths 
and 2,200,000 disabling injuries annually. We 
have mentioned only a few of the common- 
sense precautions all workers should naturally 
take because, in addition to preventing injuries, 
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they are the best way to do the job. Other pre- 
cautions are advisable in special jobs. 

The reduction of accident and death rates 
in industry over the past half century has been 
remarkable. During this period, the work 
force has been doubled and the gross national 
product has increased five fold, still the indus- 
trial accident death rate has been cut in half. 
Occupational health and safety programs with 
emphasis on prevention have been primarily 
responsible for this reduction. These programs 
have not only included technical know-how 
and engineering to reduce mechanical and 
health hazards, but also educational programs 
to train workers in practices designed to pre- 
vent injury to themselves and their fellow 
workers. 

Both American industry and American 
labor are still concerned with the disastrous 
effect of accidents on the worker and his family 


-and the accompanying increase in the cost of 


production. They have combined forces to 
reduce further and even eliminate accidents on 
the job. It is only with cooperation and under- 
standing of the fundamental concepts of 
occupational health and safety by both man- 
agement and labor that this goal will be 
achieved. Safety teamwork needs everyone’s 
cooperation. 
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CHAPTER ONE 


DOCTORS AND PATIENTS 


PHYSICIANS BELIEVE that the most important 
factor in good medical care, assuming that 
well-trained physicians and adequate facili- 
ties are available, is the personal relationship 
between doctors and their patients. This is 
sometimes strained under present-day condi- 
tions. Factors that especially cause strain 
include changes in community structures, 
dispersal of families, increased mobility of the 
population, and trends toward medical spe- 
cialization. 

The word communication in its various 
forms is much in vogue today. Webster defines 
communicate as “to make common to both 
parties. . .the knowledge or quality con- 
cerned.” Psychologists often stress the impor- 
tance of communication as the only basis on 
which satisfactory human relationships can be 
built. It is necessary for the patient and his 
doctor to be able “to make common to both 
parties” the knowledge each has to impart. 

In this book, of course, the term doctor 
refers to an M.D., a doctor of medicine. Un- 
fortunately the title doctor is one of the most 
misused and misunderstood in the world. Too 
many people believe that chiropractors, 
naturopaths, and practitioners of other cults 
who call themselves doctors are also qualified 
to treat disease—and the cultists do their best 
to encourage this belief. As this chapter was 
written, the local morning paper carried a 
two-column advertisement by a chiropractor 
who claimed to “correct” such serious dis- 
orders as “diabetes and other kidney diseases 
(diabetes is primarily a disease of the pancreas 
rather than the kidneys), high blood pressure, 
female disorders, rheumatism, heart, liver, 
stomach, spleen, and nervous diseases.” A 
few weeks earlier, another advertisement 
claimed that “chiropractic results with con- 
vulsions are excellent.” Many otherwise 
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intelligent people believe such statements, and 
with tragic frequency fail to seek medical 
attention for some organic disease until they 
have made the round of the cultists. The result 
is much unnecessary suffering and, sometimes, 
even death. 


The Importance of the Family Doctor 


While some speak slightingly of the doctor- 
patient relationship, a statement made by the 
late Dr. Francis Peabody many years ago is 
still true: 

“With the exception of the relationship that 
one may have with a member of one’s family 
or with the priest, there is no human bond that 
is closer than that between physician and 
patient (or patient’s family), and attempts to 
substitute the methods of machine or organiza- 
tion, be they ever so efficient, are bound to 
fail.” 

The sort of doctor-patient relationship de- 
scribed by Dr. Peabody cannot be expected 
to blossom in the course of a single physical 
examination or even a single illness. It comes 
to full flower in the bond that develops be- 
tween persons and families and the doctor 
who has advised them in medical matters over 
a period of many years—“in sickness and in 
health.” 

One of the first things a family or individual 
should do upon moving to a new town is to 
select a medical adviser, family doctor, Or 
personal physician, and then write or call him, 
before illness occurs, to ask if he is willing to 
serve in that capacity. A still better idea is to 
visit the physician of one’s choice for a routine 
physical examination before making a fina 
decision. If the patient is not satisfied with the 
way the physician conducts the examination, 
or if the rapport necessary for a good doctor- 
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patient relationship seems to be missing in that 
initial contact, the patient would be wise to 
search further. 

A family doctor may be a general practi- 
tioner or an internist (a physician who spe- 
cializes in diseases of the internal organs). 
General practitioners in small towns often 
deliver babies, set broken bones, and perform 
routine surgery. In larger cities, however, they 
usually limit their work somewhat. Since most 
ailments for which patients consult doctors 
are medical rather than surgical, conditions, 
the family doctor, whether general practi- 
tioner or internist, is able to care for about 85 
percent of them himself. 

He usually lacks the facilities, however, to 
carry out such special procedures as fitting 
glasses, looking into the bladder, or making 
complicated x-ray studies. If such specialized 
attention is required, the family doctor will 
recommend one or more reliable specialists 
in the appropriate field, and in most cases 
will arrange for the patient to see the one the 
patient prefers. 

It should strengthen rather than weaken the 
patient’s confidence in his family doctor to 
hear him admit that he cannot do everything 
and that he wants the patient to have special 
attention for a particular problem. The family 
or personal physician is rather like a general 
contractor, who has over-all responsibility 
for building or repairing a house, but calls on 
electricians, plumbers, or painters to do spe- 
cial jobs. 

Some excellent family doctors like to treat 
the children in their patients’ families. Others 
refer responsibility for the care and feeding of 
infants and young children to a pediatrician, 
whose business it is to keep up with changing 
trends in infant feeding and immunization, and 
in the treatment of pediatric diseases. A 
pediatrician in his relationship with children 
fills the same role as the family doctor does 
for the adult. 


Periodic Physical Examinations 


The patient who expects to receive prompt 
attention from his family physician in times 
of sickness should not neglect regular visits 
to the doctor when he is well. It is a good idea 
to let each birthday serve as a reminder to 
make an appointment for a physical checkup. 
In addition to helping the doctor and patient 
become better acquainted, such examinations 
serve two important purposes: They permit 
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the doctor to detect and treat chronic dis- 
orders in their early stages and to advise the 
patient about problems he has or habits that 
need correction; and they provide information 
about the patient’s usual state of health which 
may prove invaluable when illness occurs. 

Because of the time required to take an 
adequate “history,” most family doctors allow 
at least an hour for the first examination of a 
new patient. An individual's medical history 
begins with that of his ancestors, and includes 
all information which might have a bearing on 
the state of his health: 

e Any possible hereditary diseases in the 
family, the ages of his parents (if they are 
living) and of any living brothers and sisters— 
or their ages at death and the causes of their 
death. 

e Any noteworthy features of the mother’s 
pregnancy and the patient's birth. 
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è All operations, childhood diseases, and 
major illnesses and accidents. 

è The date of marriage and the number of 
children, as well as their state of health. 

© The patient’s domestic situation, habits, 
and living and working conditions. 

e Any symptoms which might point to trou- 
ble in any of the body’s organs and systems. 

Unless the patient is senile or a small child, 
the most satisfactory history is obtained di- 
rectly, when no third party is present. A 
patient can help the doctor by answering 
questions as clearly and concisely as possible, 
and by “staying on the track” instead of ram- 
bling off on conversational detours. He should 
be prepared to give a clear-cut description of 
any symptoms he may have, preferably in 
the order of their relative importance. He may 
wonder at some of the questions the doctor 
asks, but there is a reason for every one. 

The patient should not object to being 
asked very personal questions about his do- 
mestic life, habits, and possible sources of 
anxiety or worry. He should answer these 
fully and truthfully, for this information 
plays an important part in the evaluation of 
his health. It is hardly necessary to say that 
the doctor is bound by tradition, training, and 
the Hippocratic oath to keep in confidence all 
information given him by a patient. 

After the history comes the physical exam- 
ination, which usually begins with taking the 
patient’s temperature and blood pressure and 
examining his eyes, ears, nose, and throat. 
Since blood pressure may be elevated by 
excitement, the doctor will often take two or 
three readings during the examination in an 
effort to determine its usual level. One should 
not be alarmed by repetitions of this proce- 
dure. After the patient has removed his outer 
clothing, he is weighed, and his height and 
often his chest expansion are measured. If 
the patient is a woman, the doctor’s nurse or 
office assistant will help her to undress and 
will stay in the room during the examination. 
Obviously, one should not allow undue mod- 
esty to interfere with the examination. 

In addition to the history and physical 
examination, certain laboratory tests are usu- 
ally carried out as part of a routine checkup: 
blood studies, urinalyses, and possibly some 
x-ray studies and an electrocardiogram. The 
doctor orders these, not necessarily because 
he suspects trouble, but often because he 
wants to establish a baseline to use for future 
comparison. 
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After the examination and tests are com- 
pleted, the doctor is ready to talk to the pa- 
tient, and possibly to some member of the 
family, about his general physical condition. 
He will often advise the patient about his diet, 
exercise, recreation, and sleeping habits, and 
about immunizations needed. This advice is 
as much part of the treatment as the drugs 
which the doctor will prescribe if they are 
needed. Because of the length of time required 
to make the necessary explanations and an- 
swer all the questions that arise, it may be 
necessary for the doctor to give the patient 
a second appointment to talk over the findings 
of the first examination and the results of 
laboratory studies. 


Prescriptions 


Most prescriptions today could not have 
been filled 20 years ago, and probably not 
more than half could have been filled even 10 
years ago. The so-called “wonder drugs” have 
accomplished such miracles of healing that 
patients have come to expect a quick cure for 
every illness. Unfortunately the virus infec- 
tions—which include influenza and the com- 
mon cold—are not influenced by any sulfona- 
mide or antibiotic now known. The eventual 
hope for controlling these diseases lies in im- 
munization or vaccination. Yet many patients 
demand that doctors give them “a shot of peni- 
cillin” or other antibiotic for simple colds or 
other virus infections. The doctor who yields to 
such pressure not only adds an unnecessary 
item to the patient’s drug bill; he also exposes 
the patient to the unwarranted risk of sensitiza- 
tion to a drug which he might urgently need to 
survive some future illness. 

Since Congress passed the Harrison Act in 
1918, druggists have had to keep copies of 
prescriptions for narcotics (cocaine, opium 
derivatives such as morphine and codeine, and 
certain other pain-relieving drugs) in a sepa- 
rate file open to inspection by government 
officials. Every practicing doctor is required 
to have a narcotics license, and his individual 
license number goes on each narcotic prescrip- 
tion he writes. If a doctor is found to be pre- 
scribing an unusual number of narcotics, he 
must give a satisfactory explanation or run the 
tisk of having his narcotics license, and pos- 
sibly his license to practice medicine, revoked. 
The reason behind these regulations is a good 
one, and a doctor is seldom hampered in pre- 
scribing narcotics when they are needed. 
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Any powerful drug is a potentially danger- 
ous one if it is misused. For this reason, most 
prescriptions given today cannot be refilled 
without the doctor’s permission. The number 
of times that a prescription may be refilled is 
indicated in the lower left-hand corner of most 
prescription blanks. 


Preventive Medicine 


Reputedly, the early Chinese doctor was 
paid while his patient was well, but not when 
he was sick. This probably legendary method 
has at least two modern counterparts—the 
principle of voluntary health insurance and the 
emphasis placed on preventive as opposed to 
curative medicine. 

The idea of preventive medicine is for the 
private practitioner, the public health officer, 
and the public to cooperate closely in their 
efforts to keep people well. The private phy- 
sician’s responsibility in the field of preventive 
medicine lies in giving his patients a thorough 
physical examination—supplemented by any 
special diagnostic procedures that are indi- 
cated—when they come to him for routine 
checkups. In addition, the conscientious family 
doctor will recommend the necessary immuni- 
zations and will give his patients advice about 
their health habits. It is the patient’s responsi- 
bility to go to his doctor for checkups at regular 
intervals and to follow the advice his doctor 
gives him. 

Perhaps the most important single piece of 
advice that the doctor will give most adult pa- 
tients is to keep their weight at its best level. 
Many doctors follow up this advice with a re- 
ducing diet for their obese patients. Anyone 
who needs to reduce should consult his doctor, 
rather than the nearest bookstand, about diet. 
Unfortunately, many best-selling books on diet 
have no scientific foundation, and many give 
advice that may actually be dangerous. 

Public health personnel have an increasingly 
important position on the medical team. While 
private doctors are interested in the individual 
patient, public health physicians are concerned 
about the health of a whole community—city, 
county, state, or nation. The traditional public 
health program includes the control of disease, 
sanitation, quarantine for contagious diseases 
(seldom needed now), immunization against 
preventable communicable disease, the mass 
application of certain diagnostic procedures 
(for example, chest x-rays) to large segments 
of the population, public health nursing serv- 
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ices, and the dissemination of general health in- 
formation. 

Thanks to public health measures, smallpox, 
typhoid fever, diphtheria, polio, dysentery, and 
many other diseases that once claimed many 
lives are now medical curiosities. Tuberculosis, 
which led all causes of death at the beginning of 
this century, is now near the bottom of the list 
of major killers. 

In recent years public health agencies have 
conducted a vigorous campaign to make the 
public conscious of the necessity for detecting 
cancer in its early stages. This campaign may 
have succeeded in lowering the mortality from 
this dread disease, but it has also had the un- 
fortunate side-effect of frightening scores of 
people into an acute anxiety state. Many clini- 
cians will agree that a cancerphobia—the mor- 
bid fear of cancer—is often harder to eradicate 
than a genuine cancer. 

States with progressive health departments 
are now conducting mental hygiene and birth 
control clinics, in addition to the usual prenatal 
and “well baby” clinics. Educational cam- 
paigns and certain diagnostic programs among 
adults, especially among the elderly, are aimed 
at prolonging and enriching adult lives. 


The “Nervous” Patient 


One of the most famous surgeons of a by- 
gone day often said that every patient with in- 
digestion should be operated upon. That state- 
ment is a far cry from Dr. Walter Alvarez’s 
oft-repeated dictum that more than half the 
patients who come to him with digestive com- 
plaints have no organic basis—that is, no di- 
sease of any bodily organ—to account for their 
symptoms. 

The number of patients who come to the 
doctor with vague physical symptoms and the 
complaint of “nervousness” seems to be in- 
creasing. Most of these patients are suffering 
from some emotional disturbance, often char- 
acterized by abnormal anxiety or depression, 
or both. In recent years the term psychoso- 
matic illness has been coined to describe those 
conditions in which one or more functions of 
the body are upset by emotional disturbances. 
The word psychosomatic comes from two 
Greek words meaning mind and body. Solo- 
mon proved his wisdom by being one of the 
first writers to note the effect the emotions can 
have on bodily functions, especially the diges- 
tion: “Better a dinner of herbs where love is 
than a stalled ox and hatred therewith.” 
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The disturbances produced by emotional 
stress are just as real and just as painful 
as those caused by a diseased organ—though 
the ultimate results are far less serious. When a 
physician is unsympathetic toward a patient 
with such disturbances, the patient often goes 
from one doctor to another in the hope of being 
told that some correctable physical condition 
is responsible for his symptoms. 

Eventually, he is sure to find a doctor (or a 
cultist) unscrupulous enough to tell him what 
he wants to hear, and then to carry out some 
unnecessary therapy—perhaps surgical—to 
“cure” him. Unfortunately, such “cures” are 
- seldom permanent and the treatment may have 
serious consequences. 

Some patients with depression and anxiety 
states require more psychotherapy than their 
family doctor can give in the time at his dis- 
posal, and will need to be referred to a psy- 
chiatrist. The psychiatrist will often be able to 
treat them as office patients, with the aid of the 
modern drugs available; in other cases, how- 
ever, he will want the patient to spend some 
time in a hospital for more intensive therapy. 


A Doctor's Training 


The practice of medicine has changed since 
the turn of the century. In 1910, when Abra- 
ham Flexner made his survey of the medical 
schools of the country, in collaboration with 
the American Medical Association’s Council 
on Medical Education, there were more than 
160 medical schools in the United States. Many 
were mere diploma mills, with only the most 
meager equipment. 

As a result of the information given in 
Flexner’s report, more than half the existing 
schools were closed, or merged with others to 
form stronger facilities. Now the United States 
has fewer than 100 medical schools, all ap- 
proved by the American Medical Association’s 
Council on Medical Education and Hospitals 
and the Association of American Medical Col- 
leges. Their requirements for admission ensure, 
so far as is humanly possible, that only com- 
petent candidates enter the study of medicine 
and that they receive the best medical educa- 
tion possible. 

Most medical schools require three years of 
college as a minimum, and a number require a 
four-year premedical course. After another 
four years in medical school, the student is 
graduated with the M.D. degree, and begins a 
one to five-year period of training as an intern, 
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or hospital house officer. The true physician 
continues to be a student as long as he is in 
practice: reading medical journals and books, 
attending medical meetings and hospital staff 
meetings, and conferring with his colleagues. 

In view of the decrease in the number of 
medical schools, the increase in population, 
and the growth of voluntary health insurance 
plans during the past 50 years—together with 
the stringent requirements for admission to 
medical school and the long and arduous pe- 
riod of training required before the doctor can 
begin to practice his profession—it is not sur- 
prising that some parts of the country are be- 
ginning to experience a shortage of doctors. 
The shortage is still more a matter of maldis- 
tribution than an over-all lack of doctors. How- 
ever, it is likely to become more acute as more 
and more young doctors are lured into the 
glamorous and increasingly lucrative field of 
research, and as the sciences related to the con- 
quest of space attract more and more high 
school and college graduates of the caliber 
sought by medical schools. 


Understanding Your Doctor 


Doctors are not immune to criticism, nor 
should they be. However, the common criti- 
cisms of doctors should be objectively re- 
viewed. Some of these are: 

1. Doctors do not give the patient enough 
time to tell his story. 

2. Doctors keep patients waiting too long. 

3. Doctors do not explain the reasons for 
diagnosis and treatment. 

4. Doctors will not make house calls. 

5. Doctors charge too much. 

6. The doctor’s secretary will not let a pa- 
tient talk to him on the phone. 

Unfortunately, there is sometimes justifica- 
tion for many of these criticisms—but it may 
help the person who reads this chapter if he 
understands the doctor’s point of view. 

1. It is too often true that doctors do not 
give the patient enough time to tell his story. 
Doctors are human, and when they know they 
are far behind schedule and have several pa- 
tients waiting to see them, are apt to show im- 
patience with undue wordiness. Many patients 
repeat their complaints over and over, instead 
of giving a clear-cut description of their symp- 
toms. It requires unlimited patience and vast 
amounts of time to “get to the bottom” of such 
a patient’s trouble. One such patient can dis- 
rupt a doctor’s schedule to such an extent that 
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he feels rushed for the rest of the day, and fails 
to give any of his patients the sympathetic, un- 
hurried attention he knows they deserve. 

2. That doctors keep patients waiting too 
long is, perhaps, the complaint most frequently 
heard and, probably, the one most justified. 
Many physicians are genuinely concerned 
about this problem, which is closely tied to the 
one just discussed. The doctor who gives all his 
patients all the time they would like to have is 
sure to get far behind with his appointments. 

About the best a doctor can do is to work by 
appointment, allowing a reasonable amount of 
time for each patient. He should instruct his 
secretary to give new patients more time than 
those who are making return visits. The pa- 
tient, in turn, should cooperate by being on 
time for appointments and by giving his history 
as clearly and concisely as possible. 

Occasionally an emergency will throw a doc- 
tor so far behind schedule that the best solution 
is to have his secretary cancel as many appoint- 
ments as she can—giving each patient another 
one at the earliest possible date. 

3. Doctors do not explain the reasons for 
diagnosis and treatment. No matter how busy 
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a doctor is, he should take time to explain to 
his patients, in the simplest words possible, the 
nature of their ailments and the results to be 
expected of the treatment recommended. This 
explanation is particularly important when the 
symptoms are caused by emotional stress. The 
assurance that no cancer or serious organic 
trouble is present, followed by an explanation 
of the autonomic nervous system and its effects 
on physical functioning, is often all that is nec- 
essary to effect a cure, or at least considerable 
improvement. 

Sometimes the breakdown in communica- 
tion between doctor and patient is partly the 
patient’s fault. Some people are unwilling to 
admit that they don’t understand medical lan- 
guage and to ask the physician to translate into 
“plain English.” Since doctors are not mind 
readers, it is the patient’s responsibility to ask 
the doctor any question about his problem that 
may seem important. This is part of the “col- 
laboration of candor” that is an essential part 
of the doctor-patient relationship. 

To help the patient understand and save the 
doctor’s time, he may suggest articles for his 
patient to read which give basic facts and can 
lead to more understandable discussion. 

Patients who have a serious organic disease 
should be told about it in the least alarming 
terms possible. Patients can be told they have 
had a stroke or damage to their heart, without 
being greatly upset. Many a patient, in fact, is 
relieved to know that the closure of a small 
artery in his brain has caused digestive symp- 
toms that he had feared, perhaps secretly, were 
due to cancer. In most such cases, it is also im- 
portant for the doctor to discuss more frankly 
and fully, with some responsible member of the 
family, the patient’s condition, the treatment 
recommended, and the probable outlook. 

4. Doctors will not make house calls. In 
most cases the doctor’s preference for seeing 
patients in his office rather than going to their 
homes is justified. His office is much better 
equipped for making the necessary examina- 
tions and tests than the traditional black bag. 
In emergencies, treatment can often be ob- 
tained more quickly by taking the patient—in 
an ambulance, if necessary—to the emergency 
room of the nearest hospital than by waiting 
until the doctor can be located and can get to 
the patient’s home. Treatment can be begun at 
once by the doctor on duty in the emergency 
room and continued by the family physician 
when he arrives. 

In cases of acute illness, when the patient 
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needs to be kept in bed but not necessarily 
hospitalized, most family doctors will go to the 
home. Before choosing a personal physician, it 
is wise to ask him if he is willing to make house 
calls if necessary. Realizing the value of the 
doctor’s time, however, patients should not 
insist that he come to the house if they are able 
to get to his office without undue hardship. 

If modern doctors were required to make as 
many house calls as physicians did a generation 
ago, an acute shortage of doctors would result. 
The horse-and-buggy doctor spent 70 per cent 
of his time in going from one patient to another, 
leaving only 30 per cent to be devoted to his 
patients. The average doctor today spends only 
10 per cent of his working day in transit, leav- 
ing 90 per cent for his patients. 

5. Doctors charge too much. While it is true 
that a few doctors are more commercial- 
minded than others, most are reasonable in 
their fees. A doctor’s education represents a 
great deal of money, time and energy. The same 
amount of cash and brain power invested in 
some business would usually bring him much 
greater financial reward than the practice of 
medicine. 

Perhaps this comparison is pertinent: In 
1920 the charge for a house call by a physician 
ranged from $3 to $5. Today they vary from $7 
to $10. During the same period the price of 
potatoes went from 39 cents a bushel to $5.40. 
Yet we hear few complaints about the present 
price of potatoes. In the past 20 years physi- 
cians’ fees have risen about 95 per cent. But 
per capita incomes during this period rose 290 
per cent. The real cost of medical care—in 
terms of hours of work to purchase it—is less 
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today than it was 20 years ago. 

6. The doctor’s secretary will not let one 
speak to him on the phone. Except in a real 
emergency, no thoughtful person would expect 
the doctor to interrupt his interview with a 
patient to answer the telephone. Certainly any 
person who did make such a demand would 
resent it if the physician were interrupted a 
number of times while he himself was a patient 
in the office. The secretary tries to shield her 
doctor from as many interruptions as possible 
while he is concentrating his attention on a 
patient, and will usually ask the caller to leave 
his name and number so that the doctor can 
phone him later. If a real emergency arises, 
however, the experienced secretary will sense 
it and put the call through. She knows most of 
the patients well enough to know which ones 
are considerate and which ones are not. 

Some doctors set aside a period of time be- 
tween or after office appointments for returning 
telephone calls. The person who has left a mes- 
sage for the doctor to call should do his best to 
keep the phone free during the time the return 
call might be expected. 

Many patients resent being asked by the 
doctor’s secretary about the nature of their 
difficulty. Reluctance to discuss intimate prob- 
lems with a third party is understandable, but 
the patient should realize that the secretary 
has been instructed by the doctor to ask for 
this information. It isn’t necessary to give a de- 
tailed report of symptoms, but only to let the 
doctor have some idea of what the trouble is, 
so that he will be prepared to deal with it when 
he returns the call or sees the patient in 
his office. 


CHAPTER TWO 


YOUR DOCTOR, THE AMA, AND YOU 
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THE AMERICAN MEDICAL ASSOCIATION may 
seem a remote and somewhat mysterious Or- 
ganization to you. You see its name in the 
newspapers, and you hear discussion of its 
public declarations and actions. Often you 
don’t understand them; sometimes you dis- 
agree. 

Actually, the Association is as close to you 
as your family doctor or the consultant or spe- 
cialist to whom you are referred. The Associa- 
tion has over 200,000 physician members, 
practically all doctors who are eligible to be- 
long. They hold their membership in county 
medical societies, which in turn are organized 
into state medical societies and the American 
Medical Association. The Association is gov- 
erned by a House of Delegates elected to rep- 
resent the members; one delegate per 1000 
members or fraction thereof in each state 
society. All important policy decisions are 
made by this representative body. The As- 
sociation is supported entirely by the dues of 
its members and the earnings of its publica- 
tions; it never asks for public funds nor seeks 
contributions. 

The Association works for “the improve- 
ment of the science and art of medicine and the 
betterment of the public health.” These pur- 
poses are accomplished in many different ways. 
The Association has no legal power to compel 
anyone to do anything, has never sought such 
power, and does not desire it. It prefers to work 
through education and cooperative endeavor. 
While it cooperates with government at all 
levels, it is not a governmental body. It cannot 
make or enforce laws, issue licenses or revoke 
them, or punish offenders. 

The Association’s main concern has always 
been educational; when it was first organized 
in 1847, medical education was among the 
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important topics of discussion. Education of 
the public came somewhat later, but interest in 
it was expressed very early in the history of the 
Association. 

The growth of the Association was greatly 
stimulated by the establishment in 1883 of its 
Journal, which has grown into what is gen- 
erally recognized as the world’s leading medical 
periodical. It is published weekly, and. goes to 
every member as a part of his membership 
privilege, bringing him articles, abstracts, edi- 
torials, book reviews, case reports, a question 
and answer column, and carefully screened 
advertising of medical products, books, ap- 
pliances, and other such items to keep him up- 
to-the-minute in medical progress. 

The Association also publishes 10 specialty 
journals in important medical areas. There are 
also 42 state or regional medical journals pub- 
lished by state societies or groups of such so- 
cieties. A weekly newspaper sent to all member 
physicians keeps them abreast of current events 
of medical interest. 

An important adjunct to the Journal and the 
specialty journals is the library of the American 
Medical Association. Here more than 2,000 
medical journals from all parts of the world are 
received, The doctor’s membership entitles 
him to whatever information is available in the 
form of tear-sheets or photocopies of articles, 
or lists of references which he can use to help 
him search local medical libraries for material. 
Medical schools have good libraries; so do 
many of the state and urban medical societies. 


Medical Meetings 


Medical meetings are among the important 
ways in which your doctor stays abreast of the 
fast-moving world of medicine. The American 
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Medical Association holds two principal meet- 
ings each year—one in June and one in early 
winter. The former is the official annual con- 
vention, held in one of the nation’s major cities; 
the latter is a clinical session held in various 
parts of the country, giving doctors in different 
vicinities an opportunity to attend with a mini- 
mum loss of time. 

At both conventions, the Association’s 
House of Delegates deliberates over the medi- 
cal problems and issues of the day. 

At these same two conventions there are ex- 
tensive medical exhibits, where outstanding 
clinical and laboratory researchers demon- 
strate new methods, new appliances and new 
studies, giving your doctor not only fresh in- 
formation, but the stimulus of personal con- 
tact with leaders in the medical and allied 
sciences, 

Also at these conventions, foreign medical 
guests of distinction contribute their findings 
and are available for personal conversations. 

In addition, the Association holds a number 
of special meetings and conferences on topics 
such as medical education, mental health, 
school health, environmental health, rural 
health, and others. State and local medical so- 
cieties also hold annual meetings, and local 
medical societies meet once a month or oftener. 
The national Association assists and partici- 
pates in many of these meetings. Hospital 
staff meetings and many local and clinical con- 
ferences round out the program which helps 
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your doctor keep up-to-date; these are encour- 
aged by the Association in every possible way. 

The American Medical Association and 
state societies have always encouraged the im- 
provement of medical education, which is ob- 
viously fundamental to good medical care. The 
Association cooperated in the sweeping reform 
of medical education which occurred just after 
World War I, during which the large number of 
inadequate medical schools was reduced by 
mergers, affiliation with recognized universi- 
ties, or discontinuance. At the present time the 
nation’s medical schools all meet the minimum 
standards for educating capable physicians. 
Other organizations have cooperated in this 
program, but the Association has always main- 
tained a role of leadership. 

While it is not a governmental agency, the 
Association has maintained a lively interest in 
legislation bearing upon medical education, 
especially the organization of state medical 
licensing boards and the passage of basic 
science requirements as a prerequisite for med- 
ical school attendance and licensure. Such 
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basic sciences as anatomy, physiology, chem- 
istry, physics, biology, and bacteriology are 
necessary to an understanding of medicine. 

The American Medical Association encour- 
ages a high standard of doctor-patient rela- 
tionships. This relationship, as you have seen 
from the preceding pages, is a very private and 
personal one, demanding the highest standards 
of integrity. The Association has no way of 
compelling specific conduct by physicians, ex- 
cept through encouraging a careful selection of 
candidates for medical schools, or by denying 
membership to any who in later years fail to 
live up to the ideals they have learned from 
their teachers and associates. The profession is 
proud that the number of such unworthy mem- 
bers is very, very small. 

Medical ethics have sometimes been mis- 
understood as a sort of mutual protection 
among physicians in the event of dissatisfied 
patients. This is by no means the case. Indeed, 
the medical societies, encouraged by the 
American Medical Association, have estab- 
lished local committees in virtually all areas 
where a patient may take a complaint about his 
doctor, and be assured of a fair and impartial 
hearing. Of course, the doctor is entitled to 
present his case, too. Such committees do not 
hesitate to admonish a physician, or even pro- 
ceed more severely against him when the mis- 
understanding cannot be resolved by confer- 
ence and discussion. 


Health Legislation 


Laws directly governing medical practice 
are primarily state laws, since the states license 
the physicians. However, there are an increas- 
ing number of federal laws creating programs 
affecting health care and the practice of medi- 
cine. Examples of these would be the laws re- 
lating to narcotics, drug abuse, Medicare, 
Medicaid, mental health and mental retarda- 
tion centers, community health centers, voca- 
tional rehabilitation services, public health 
services, and regional medical programs for 
heart disease, cancer and stroke. Others include 
the Hill-Burton program for construction and 
modernization of hospital facilities, and pro- 
grams similarly assisting health research facil- 
ities, medical libraries, and schools of medicine, 
nursing and other allied health professions. 
Moreover, financial assistance is provided to 
students preparing for medicine, nursing and 
other allied health professions. 

A question is sometimes raised concerning 
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the interest of physicians in legislation. The 
foregoing list of legislative programs is only a 
partial enumeration of those affecting health 
care in some manner. The American Medical 
Association endeavors to guard the public’s 
health in these matters. In so doing, the Asso- 
ciation sometimes opposes legislation or some 
phase of it. However, the Association more 
often supports proposed legislation and sug- 
gests constructive amendments, recognizing the 
desirability of promoting and protecting the 
public through proper legislation. 

When the medical profession, through the 
American Medical Association, opposes a 
medical or public health proposal, its reasons 
should be understood before its actions are 
judged. The Association believes in local re- 
sponsibility in preference to reliance upon 
federal benevolence, and on personal initiative 
before outside help is sought. 

In the matter of health insurance, for ex- 
ample, the Association is sometimes repre- 
sented as having been opposed to health insur- 
ance in the beginning, and only later changing 
its stand. This is partly true. The first health 
insurance proposals were so poorly conceived 
that disappointment was inevitable, both for 
patients and doctors. The Association opposed 
these proposals. But it laid down principles to 
be embodied in acceptable health insurance 
plans. These principles are now the -basis for 
health insurance which the Association vigor- 
ously supports. 

The Association also supports federal aid, 
with appropriate safeguards, for the construc- 
tion of hospital and medical school facilities, 
but not for current operating expenses. The 
distinction is made to avoid federal control of 
activities which are essentially local. This, 
among other reasons, also explains why the 
Association opposed medical care for the aged 
tied to Social Security taxes, instead of to state 
and locally controlled programs with federal 
aid when necessary. However, since its enact- 
ment into law, the AMA has worked with 
government agencies and the Congress to make - 
the Medicare program work in a way least 
harmful to patient care. 


Community Services 


The Association is looking to the future of 
medicine through its encouragement of the 
Student American Medical Association, a 
nationwide organization of medical students 
with its own headquarters, with student offi- 
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cers, and its own medical journal. The young 
men and women who form this organization 
are your doctors for tomorrow. 

The Association pursues its quest for infor- 
mation to serve you by aiding your physician 
through a number of scientific councils and 
committees. These deal with the evaluation of 
drugs, with foods and nutrition, mental health, 
occupational health, governmental medicine 
(including disaster care, military, and govern- 
mental services), with international health 
matters, the medical aspects of sports, rural 
health, cost of illness, and the work of the vol- 
untary health agencies. 

Doctors are located for communities need- 
ing them, and physicians are helped to find a 
suitable place to practice. The problems in- 
volved in maternity and child care receive at- 
tention, as do school health problems, health of 
the aging, environmental sanitation. The social 
and economic aspects of medicine are studied. 
The Association endeavors to supply informa- 
tion to the physician without attempting to do 
his thinking for him. Policies are formed and 
enunciated, however, when medical organiza- 
tion leadership seems to be required. State and 
county medical societies and individual phy- 
sicians usually support such policies, but they 
enjoy complete freedom of thought and expres- 
sion, and dissenting opinions are respected. 

The doctor needs a hospital in which to care 
for his patients; hospitals are also needed for 
the training of nurses, the continuing education 
of medical graduates, the advanced experience 
required by physicians for specialization, and 
for clinical research to keep medical knowledge 
constantly growing. The standards for accept- 
able hospitals have been steadily advancing, as 
a result of efforts by the hospitals themselves— 
with the aid of medical, nursing, and surgical 
organizations. In these efforts the American 
Medical Association played a pioneer role for 
many years, and now serves as a member of a 
multi-organization Commission for Hospital 
Accreditation, with special reference to the ed- 

. ucation of internes and resident physicians. 

Turning to its public service activities, the 
Association’s history goes back a long way to 
an interest expressed at its first annual meeting 
in 1847, where the delegates discussed health 
and sanitary conditions in institutions and 
prisons. Among the most recent expressions of 
this concern is the Association’s interest in con- 
valescent and nursing homes, some of which 
have turned out to be no credit to the many 
reputable members of this class of facility, for 
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which the need grows day by day. In conjunc- 
tion with the American Nursing Homes Asso- 
ciation, and other concerned national groups, 
the American Medical Association is working 
toward the improvement of the better homes 
and the elimination of those whose manage- 
ment is unable or unwilling to progress in the 
right direction, 

Prompt medical care in an emergency is es- 
sential. This is of special importance to people 
who have no family doctor or who become ill 
in a strange community. The AMA now looks 
at emergency medical care services with a “sys- 
tematic approach”—that is, by being concerned 
equally with improving the community’s first 
aid and emergency medical treatment, the 
transportation of the ill and injured, the emer- 
gency communications, and the emergency fa- 
cilities. Closely related to this service is the need 
for a means of recognizing the requirements of 
a person suddenly ill, and acting promptly and 
properly if the individual is unconscious, dazed, 
or incoherent, or too young or too old to re- 
spond. The Association convened a conference 
of the many organizations interested in this 
problem. Subsequently the Association devel- 
oped and is promoting the use of a recognition 
emblem and a wallet card which will inform the 
first aider or other Samaritan of any medical 
conditions which might affect the treatment of 
sick individuals. (See Part IX, Chapter One.) 

The foregoing activities of the Association 
represent a brief summary of its most impor- 
tant efforts to improve the quality of medical 
care through maintaining aud raising the stan- 
dards of medical education, both in the medical 
school and after the doctor starts his practice. 
The real beneficiary of this extensive activity 
is the patient. 


Health Education 


The Association established its health maga- 
zine, first called Hygeia after the mythical 
Greek goddess of health, in 1923. It is now 
known as Today’s Health. It is subsidized by 
the Association, supplied to all member phy- 
sicians for their waiting rooms, and open to 
subscription by schools, libraries, and families. 
The AMA publishes, and distributes at nom- 
inal cost, a wide and varying selection of up-to- 
date pamphlets on medical and health topics. 
It provides a nationwide speakers’ service, with 
the cooperation of local medical societies, for 
all sorts of organizations on numerous medical 
and health topics. From time to time the As- 
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sociation conducts radio and television pro- 
grams, and consults with the broadcasting 
industry about the portrayal of medical situa- 
tions in entertainment programs. 

The Association has actively promoted the 
widest possible use of both kinds of polio vac- 
cines. It is now encouraging the immunization 
of more adults against tetanus, and cooperating 
in the introduction of the new measles vaccine. 
It is publicizing, through a series of press re- 
leases. and radio spot announcements, such 
important medical information as the hazard of 
German measles to the expectant mother and 
the life-saving possibilities of automobile seat 
belts. It has supported fluoridation of public 
water supplies for cutting down tooth decay. 

The Association has been vigorously expos- 
ing the quack and the charlatan—inside the 
profession and out—for many years, having 
acquired a formidable history of successfully 
defended lawsuits in the process. It has lost only 
one, and was required to pay damages of one 
cent—but the plaintiff had to pay the costs of 
the suit. As a result of this activity, many of the 
worst health quacks have been driven out of 
business. Too often, however, it seems that 
other quacks appear whenever one is. As in 
other areas, the Association has no legal powers 
to control quackery, nor does it desire any. 

The school health program of the American 
Medical Association is among its most impor- 
taht community services. Through a Joint 
Committee on Health Problems in Education 
established in 1911, and a series of conferences 
with the National Education Association, deal- 
ing with physicians and schools, the Associa- 
tion and related organizations with similar in- 
terests, have established standards which have 
been adopted by most elementary and second- 
ary schools in the United States. These stan- 
dards are published in books, pamphlets, 
resolutions, and declarations. There.is hardly a 
school system where these materials are not 
known. 


Woman’s Auxiliary 


Doctors’ wives contribute to the services 
tendered by the Association, through their 
organization, the Woman’s Auxiliary. This is 
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organized, like the AMA, ona local, state, and 
national basis. It has about 90,000 members. 
It raises funds for the American Medical As- 
sociation Education and Research Foundation, 
and renders numerous community services. 
An example is its G.E.M.S. program, standing 
for Good Emergency Mother Substitutes— 
in other words, babysitters. This program in- 
structs youngsters in the proper babysitting 
procedures. 

Locally, Auxiliary members have served the 
health interests of community health agencies, 
acted as hospital volunteers, and supported 
community causes aimed at improving the 
health or serving the social needs of the com- 
munity. They have given the Association and 
its programs the essential “woman’s touch.” 


Association Influences 


The Association is interested in you and 
your welfare. If you see a warning about danger 
on a pesticide, the Association had a part in 
putting it there. If your community has a 
poison control center, or has built facilities to 
attract doctors to come and stay, or has a new 
wing on its community hospital, or if you hear 
health hints on your radio, or your child brings 
home a notice about health examinations in 
school—the Association probably had a hand 
in bringing it about. This may have been due to 
a publication, to testimony before a Congress- 
ional committee or information furnished a 
State legislature, or to attendance by one of 
your local physicians at a meeting or confer- 
ence, or the influence of a teacher who has been 
at an AMA health workshop, or a newspaper 
story that moved someone to action. These in- 
direct influences cannot readily be measured, 
but they are at work all the time. 

The influence of an organization represent- 
ing substantially all actively practicing phy- 
sicians, including public health and hospital 
personnel, cannot help being felt. If it were 
suddenly disbanded, it would be missed. 

In your community, the local medical so- 
ciety is the American Medical Association. 
In your family and personal life, the Associa- 
tion is your capable and respected family 
physician. 


CHAPTER THREE 


COMMUNITY HEALTH AND MEDICAL SERVICES 


THE STRENGTH of any nation is directly 
related to its health. The nation’s health is the 
sum of the health of the people in its various 
communities. And the health of a community 
depends on the network of facilities available 
for ministering to its residents. 

Their needs are basically the same, though 
they vary in detail from community to com- 
munity according to geographic, racial, age, 
economic, population, and other factors. 

Community health is a composite of the 
health of many individuals. Each person is re- 
sponsible for his own personal medical care. 
When he cannot provide this care for himself, 
the responsibility should properly pass to his 
family, the community, the county, or the state, 
and only when all these fail, to the Federal gov- 
ernment, and then only in conjunction with the 
other levels of government, in that order. 

The family doctor and his counterpart in 
allied professions are the hub of the health pro- 
gram of any community. When a family needs 
health care, it turns first to its doctor for treat- 
ment and counsel. When the services of other 
health facilities are advisable, the doctor 
should recommend their use. 

Community health facilities include both 
individuals—physicians, dentists, nurses, ther- 
apists, and technicians—and organizations— 
hospitals, nursing homes, health departments, 
and voluntary agencies. All are involved in the 
prevention of disease and the diagnosis of spe- 
cific diseases and ailments. Some include treat- 
ment of certain diseases and ailments in specific 
patients and restoring the patient after treat- 
ment to a useful role in the community. 


Doctors 


Responsibility for medical care centers upon 
the doctor. Health facilities within a commu- 
nity may provide services that assist the doctor 


in carrying out this responsibility, and doctors 
will be found working in such facilities. They 
are there because these facilities need medical 
skills to direct their programs and to coordi- 
nate the activities of other personnel into a 
meaningful pattern of health care. Thus, doc- 
tors will be found specializing in public health, 
directing the medical care activities of hospi- 
tals, acting as consultants to nursing homes, 
serving on the boards of voluntary health agen- 
cies, and assisting in church-sponsored welfare 
work and other agencies. 

Basic family medical care is provided by the 
family physician. Most frequently he is a gen- 
eral practitioner or an internist, who specializes 
in diseases of the internal organs. When the 
condition of his patient calls for different 
knowledge or skills than he possesses, the fam- 
ily doctor will call for the aid of specialists. 

The technology of medical care has ad- 
vanced with such speed in recent years that it 
is impossible for each physician to have at his 
fingertips all available knowledge about each 
part of the body, or to gain familiarity with 
each new tool and skill of all the various spe- 
cialties. This fact has led many a physician to 
narrow his field of interest so that he may main- 
tain intimate acquaintance with the develop- 
ments in a single area. 

Doctors wishing to specialize following grad- 
uation from medical school and after one Or 
two years of internship, enter residency train- 
ing in a teaching hospital for three years OF 
more. During this period, the doctor is trained 
under skilled specialists in the field of his 
choice. 

The following are the fields of medicine 
which the American Medical Association has 
approved for specialized residency training: 

Aerospace Medicine. Evaluation of flight 
personnel and the study of the physiological 
response to conditions encountered in flight, 
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both in air and space. 

Anesthesiology. Administration of anes- 
thetics and other drugs that produce loss of 
sensation or consciousness, operation of heart- 
lung machines, and the monitoring of the 
patient’s reactions. 

Child Psychiatry. Diagnosis and manage- 
ment of the emotional problems of children and 
a child’s relationship with his parents, includ- 
ing guidance for normal mental and emotional 
development. 

Colon and Rectal Surgery. Operative cor- 
rection of conditions and diseases of the colon 
and rectum. 

Dermatology. Treatment of diseases of the 
skin and scalp. 

General Practice. Treatment of the whole 
body, largely through non-surgical means. 

General Surgery. Operative correction of 
conditions and diseases of the body, not limited 
to specific areas thereof. 

Internal Medicine. Treatment of nonsurgical 
diseases and illnesses. Among subspecialties 
are gastroenterology, allergy, cardiovascular 
disease, and pulmonary disease. 

Neurological Surgery. Operative treatment 
of conditions of the brain, spinal cord, and pe- 
ripheral nerves outside the brain and spinal 
cord. 

Neurology. Diagnosis and therapeutic man- 
agement of diseases of the nervous system. 

Obstetrics and Gynecology. Management of 
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pregnancy and childbirth and the treatment of 
women’s diseases, especially of the reproduc- 
tive organs, the urinary tract, and the rectum. 

Occupational Medicine. Protection of em- 
ployed persons through preventive medicine 
practices, reduction of exposure to hazardous 
substances, and immediate care of injuries and 
sudden illness. 

Ophthalmology. Surgical and medical treat- 
ment of diseases of the eye; refractions. 

Orthopedic Surgery. Operative correction 
of deformities, fractures, and other disorders 
and diseases of the skeletal system and related 
structures. 

Otolaryngology. Operative and therapeutic 
treatment of disorders of the ear, nose, and 
throat. 

Pathology. The identification of disease 
through the analysis of body tissues, fluids, and 
other body specimens. 

Pediatrics. Management and treatment of 
children from birth to the teens. Subspecialists 
include pediatric allergy and pediatric cardi- 
ology. 

Pediatric Allergy. Diagnosis and manage- 
ment of children and adolescents with allergic 
diseases. 

Pediatric Cardiology. Management of chil- 
dren with heart disease, congenital or acquired. 

Physical Medicine and Rehabilitation. Treat- 
ment and restoration of the convalescent and 
physically handicapped patient. 
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Public Health. The aspects of preventive 
medicine often administered by government, 
usually in a department of public health. 

Plastic Surgery. Reparative operations on 
the scalp, face, eye sockets, nose, mouth, neck, 
trunk, and extremeties. 

Preventive Medicine. Study, prevention, and 
control of epidemic, environmental, and oc- 
cupational diseases and hazards. Special affili- 
ated fields include aviation medicine, general 
preventive medicine, occupational medicine, 
and public health. 

Psychiatry. Interpretation and treatment of 
mental and personality disorders. A subspe- 
ciality is child psychiatry. 

Radiology. Diagnosis and treatment of 
diseases by the use of radiant energy, for ex- 
ample, x-ray and radioactive isotypes. 

Thoracic Surgery. Operative treatment of 
diseases of the lungs, esophagus, and related 
organs. 

Urology. Diagnosis, therapy, and operative 
treatment of diseases of the urinary tract, in- 
cluding the reproductive organs in the male. 


Dentists 


Allied with the nation’s physicians in the 
care of the health needs of the American public 
are the dentists. Like the practice of medicine, 
dentistry is divided among general practition- 
ers and a number of specialists. 

A dentist in general practice may concen- 
trate only on the cleaning, filling, and extrac- 
tion of teeth, or he may have an internship and 
perform work in one or several of the speciality 
areas. The main specialty areas in the field of 
dentistry are: 

Orthodontics. The straightening of irregular- 
ities of the teeth and corrections of malocclus- 
ions of the jaw. 

Periodontics. The treatment of diseases of 
tissues around the teeth. 

Oral Surgery. Surgical treatment and repair 
of teeth involving cutting into the jawbone. 

Pedodontics. Treatment of the dental ills of 
children. 

Prosthodontics. The construction of special 
appliances to compensate mechanically for 
such deficiencies as a cleft palate. 

Proper family dental care involves periodic 
visits to the dentist. The American Dental As- 
sociation recommends that such visits be made 
at least every six months. At the time of these 

visits the dentist will clean the teeth, removing 
tartar formations at the gum level, and will fill 
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any cavities that have developed since the last 
visit. The dentist will also advise whether 
x-rays are needed to determine if there are in- 
fections of the roots of the teeth which may be 
treated to help prevent extractions. 

Where the community does not fluoridate its 
water, the dentist may recommend and apply a 
fluoride solution to the outer surfaces of chil- 
dren’s teeth. When the services of a dentist 
skilled in one of the specialty areas are re- 
quired, the general practicing dentist will ad- 
vise the family. 


Nurses 


Registered nurses provide a wide variety of 
services to patients and their families including 
medications and treatments prescribed by the 
physician. They are employed in hospitals, ex- 
tended care facilities, physicians’ offices, health 
agencies (such as health departments and visit- 
ing nurse associations) and the armed forces. 
The Registered Nurse may choose an Associate 
Degree (two years), Hospital Diploma (three 
years) or a Baccalaureate program (four 
years) for basic preparation. Additional edu- 
cation is required for clinical nurse specialists, 
public health nurses, teachers, supervisors and 
administrators. 

Licensed practical nurses are members of 
the nursing team. Today a high school educa- 
tion is usually required prior to the one year 
course of study for practical nursing. The duties 
of the licensed practical nurse are to care for 
selected chronically ill and convalescent pa- 
tients and to assist the professional nursing 
team in the care of acutely ill patients. 


Therapists 


Therapists are involved in the rehabilitation 
of patients who are recovering from an attack 
of an acute short-term illness or are subject 
to a long-term or chronic disease. Included 
in the category of therapy specialists are: 

Speech Therapists, who aid in correcting 
speech deficiencies and in helping the patient 
cope with speech problems following illness, 
such as stroke. ! 

Physical Therapists, who provide skilled 
treatment, under the direction of a doctor, 
involving heat therapy, massage, exercise, and 
certain muscle stimulation which, together 
with proper medications, improve the muscle 
tone and increase coordination. 

Occupational Therapists, who are involved 
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in the care of chronically ill patients to help 
them maintain a proper mental outlook 
through the devising and assignment of various 
tasks which help the patient build his sense of 
self esteem. 

Vocational Therapists, who help patients 
recover their functions and regain their ca- 
pacities through projects in which the patient 
performs tasks that use the physical. functions 
which need development, and which help 
restore their mental and emotional status. 


Technicians 


Technicians perform a wide range of serv~ 
ices which are essential in the diagnosis and 
treatment of disease. Among these are x-ray 
technicians trained to operate x-ray machines 
under the direction of a physician. The tech- 
nician takes the pictures and develops the 
film for reading by the radiologist. 

The laboratory technician is also concerned 
with health care. Working at the physician’s 
direction, he makes tests upon blood, tissues, 
urine, etc., and reports the findings to the 
doctor for use in diagnosis. Laboratory tech- 
nicians are usually required to have at least 
two years of college and more than a year of 
hospital laboratory training. Their work 
demands a knowledge of chemistry, bacte- 
riology, and hematology. 


Hospitals 


A hospital may be operated by a local 
governmental body such as a state, county, 
or city; it may be operated by the Federal 
government such as an Army, Navy, or Air 
Force hospital, or one operated by the Public 
Health Service or by the Veterans’ Adminis- 
tration. Voluntary or nonprofit hospitals may 
be either church-related or operated and 
organized under community sponsorship. 
Hospitals may also be proprietary; that is, 
operated for profit. 

Hospitals may be either short-term or long- 
term. By common definition, in the former 
the average stay is under 30 days; in the latter, 
the average stay is 30 days or over. 

A hospital may provide a wide range of 
services (a general hospital) or it may limit 
its services to psychiatric, tuberculous, mater- 
nity, eye, ear, nose, and throat, orthopedic, 
chronic disease or convalescent, children’s 
diseases, mental retardation, epilepsy, alcohol 
or drug addiction. 
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The hospitals with which most families will 
come into contact are voluntary, short-term 
general hospitals. The organization of even 
the smallest of these is complex. It involves 
the labors of many different types of personnel 
and provides a wide range of services to a 
constantly changing public. For this reason, 
the hospital is structured somewhat as a 
business organization. At the top is a board 
of directors which oversees the financial op- 
erations of the hospital and which is morally 
and legally responsible for all phases of hos- 
pital operation. The responsibility for the 
quality of medical care in a hospital is the 
function of the medical staff. This staff is 
composed of doctors of the community who 
are appointed by the board of trustees on the 
basis of their qualifications, and who are 
granted the privilege of using the facilities of 
the hospital to treat their patients. 

Depending upon the size of the hospital, 
the medical staff is organized in varying de- 
grees of complexity to provide control over 
the quality of medical care provided. Through 
rules and regulations established by the staff, 
the type of care and/or operations that may 
be performed by any member of the staff is 
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delineated. Various committees of the staff 
provide a way to check the type of care that 
staff members are providing, both individu- 
ally and as a group. Through the supervisory 
activities of these committees, the quality of 
medical care is maintained at a high standard. 

Authority over the various housekeeping 
functions of the hospital is vested in the 
hospital administrator. The administrator will 
have charge over all personnel in the hospital 
with the exception of the doctors. It is his 
responsibility to see that all the various de- 
partments of the hospital are run efficiently 
so that patient care is of a high quality and 
costs are kept as low as possible. 

In its care of patients, the hospital divides 
its services into in-patient and out-patient 
care. In-patient care is that rendered to pa- 
tients who occupy beds in the hospital. Out- 
patient care is that rendered to patients who 
come to the hospital for treatment which does 
not require their being placed in bed. They 
usually come to the hospital at the direction 
of their own physician, who has scheduled 
them to receive various diagnostic tests, of 
who treats them in the out-patient clinic 
while he is present at the hospital. 
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Out-patient care may also be given to a 
patient who comes to the hospital of his own 
volition, or is brought there without referral 
by his own physician, because of an accident 
or other emergency. Such patients will either 
be treated and sent home, if the emergency is 
not serious, or assigned to a bed in the hospital 
if hospitalization is required, and the personal 
physician of their choice is notified. 

Staffing of the hospital emergency depart- 
ment is the responsibility of the members of 
the medical staff. In most cases this is ac- 
complished by assigning the members of the 
medical staff emergency call duty of 24 hours’ 
duration on a rotating basis. A doctor on 
emergency call will either be present at the 
hospital or can be summoned by the head 
nurse to arrive within a few minutes after the 
emergency patient has come to the hospital. 
In the meantime, a resident physician or intern 
looks after the patient. 


Nursing and Convalescent Homes 


Once considered a one-way street where 
the aging patient was made more or less com- 
fortable in his last days, nursing homes today 
are coming to be places in which to live and 
get well. Emphasis is being placed on skilled 
nursing care, rehabilitation through physical, 
occupational, and psychiatric therapy, Tec- 
reational programs, and healthful diet. 

Nursing homes serve as a link between the 
hospital and home. The convalescing patient 
may no longer need the intensive care pro- 
vided by the general hospital, but may still 
require care that he cannot secure at home. 
He can obtain it in a nursing home at a cost 
lower than that of a hospital. 

A properly staffed nursing home will have 
a registered nurse in charge. Essential medical 
care, as well as physical and other therapy, 
will be performed under the supervision of 
the patient’s doctor. j 

While there are numerous progressive 
homes, unfortunately there still are many sub- 
standard homes. Families faced with the 
decision of placing a convalescing or aging 
relative in a home should visit several of 
them to determine where to get the best care 
possible for the funds available. Advice can 
be secured from the physician, minister, Or 
local welfare council. 

Efforts are being made to upgrade the 
quality of all nursing home care. In 1963, 
the American Medical Association and the 
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American Nursing Home Association jointly 
established a program for the accreditation 
of nursing homes. In order to secure accred- 
itation, nursing homes will have to meet es- 
tablished standards and maintain care at a 
satisfactory level. 


Health Departments 


The American Medical Association has 
defined public health as “the art and science 
of maintaining, protecting, and improving the 
health of the people through organized com- 
munity efforts. It includes those arrangements 
whereby the community provides medical 
services for special groups of persons and is 
concerned with prevention or control of dis- 
ease, with persons requiring hospitalization 
to protect the community, and with the 
medically indigent.” 

Each state has a health department. In 
addition, there are at local levels single- and 
multiple-county health units, city health de- 
partments, and state health districts. Accord- 
ingto the United States Public Health Service, 
in 1966 only 4.6 per cent of the total United 
States population lacked local organized 
health services. The services provided by 
public health departments normally include 
at least the following: 

© Recording of births, deaths, and sickness; 
tabulation of these to provide meaningful 
data so that problem areas can be determined, 
needed services provided and later evaluated. 

e Environmental sanitation, such as control 
of the safety of water and milk supplies; food 
sanitation including both food manufacture and 
processing and food service; prevention of air 
pollution, including radioactive fallout; pre- 
vention of water pollution; inspection of trailer 
camps, motels, swimming pools and similar 
temporary residence and recreation places; 
garbage and solid waste disposal; sewage dis- 
posal; rodent and pest control; etc. 

@ Provision of public health laboratories 
for the supervision of sanitation and the con- 
trol of communicable diseases. 

e Prevention and control of communicable 
disease; epidemiology and surveillance of dis- 
ease outbreaks; immunization programs for 
community protection; tuberculosis case find- 
ing by X-ray and skin testing (often a service 
of some other organization or department) ; 
venereal disease control; and other similar ac- 
tivities. 

e Chronic disease control, often through 
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disease detection programs directed toward un- 
covering persons unaware of diabetes, cancer, 
heart disease and other disabling conditions. 

@ Education of the public on health matters. 

e Hygiene during maternity, infancy, and 
childhood, covering services both before and 
after birth for those who cannot afford the 
services of a private physician, Well-baby or 
well-child clinics for children under school 
age provide health supervision of ‘the child 
and parental instruction in proper health care. 

In addition to these basic programs, state 
and local health departments may provide 
hospital and medical care for special groups; 
services for crippled children, including me- 
chanical devices and rehabilitative therapy; 
dental health programs, and mental health 
clinics. The health department may also con- 
duct a school health program, including 
physical examinations, dental checkups, and 
screening programs to help in the early de- 
tection of chronic diseases. Frequently, school 
health programs are the direct responsibility 
of the school system itself, with or without the 
assistance of the health department. When 
medical care is indicated, parents are requested 
to take their child to the family doctor. Fi- 
nancial problems in connection with such 
care are often alleviated or assumed by the 
local welfare agency or by a voluntary health 
agency interested in the particular problem. 

The number of public health services avail- 
able will vary from community to community, 
according to the awareness of need and the 
amount of tax money available to support gov- 
ernmental health services. 

Closely allied to the health departments are 
the state and local welfare departments. These 
tax-supported agencies arrange for medical, 
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dental, hospital, and nursing care for families 


who are on the welfare rolls or whose incomes 
are too low to include such care within their 
budgets. Allied societies in the medical-care 
fields work closely with these agencies, and 
frequently fee schedules are reduced to provide 
as extensive coverage as possible from avail- 
able funds. Working arrangements are also 
made with local pharmacists for drugs needed 
to combat specific illnesses. Hospitalization of 
indigent families is provided. 

The passage of national health service legis- 
lation, particularly the Medicare and Medicaid 
programs, has provided many indigent persons 
in certain age categories with the means for ob- 
taining hospital service, physician service and 
drugs through private or other available com- 
munity resources. However, the indigent per- 
sons not covered by these provisions still have 
access to the resources that existed previously. 


Voluntary Health Agencies 


Supplementing other health services within 
a community are a number of voluntary health 
agencies, each of which ordinarily focuses its 
attention upon a specific disease (for example, 
The American Cancer Society) and is financed 
by private contributions. At the national level, 
such organizations engage in research aimed 
toward greater knowledge in the management 
of disease. At the local level, they may establish 
diagnostic and treatment clinics, provide finan- 
cial assistance for afflicted persons, train doc- 
tors, nurses, and therapists in methods of care 
and treatment, and engage in educational ac- 
tivities. A detailed discussion of these agencies 
is presented in Part XIV, Chapter Two. 


CHAPTER FOUR 


DIAGNOSING DISEASE 


“I KNOW NOTHING IS WRONG with my heart. 
I had an electrocardiogram and it didn’t show 
anything...” 

“My chest x-ray shows nothing the matter 
theres os 

“My BMR test proves that I have thyroid 
trouble. . .” 

Patients make statements like these every 
day, but in many cases they are far from the 
truth. Laboratory and x-ray tests and the other 
specialized mechanical adjuncts to diagnosis 
are among the most valuable tools the phy- 
sician has, but they do not have the accuracy 
of precision measurements. One can measure 
the characteristics of a piece of steel with some 
exactitude, but measuring the human body is 
much more complex and subject to error. 

The most dangerous heart disease is one that 
affects the coronary arteries, the vessels that 
supply the heart muscle with blood. Changes 
in these arteries themselves are not shown on 
the electrocardiogram. When one of the vessels 
closes, the area of heart muscle which it usu- 
ally supplies is suddenly cut off from the gen- 
eral circulation and no longer has an adequate 
blood and oxygen supply. When this actually 
happens, electrical changes occur which show 
on the ECG. But until there is an actual change 
in circulation there will be no visible alterations 
in the electrocardiogram even though the arter- 
ies are diseased and there is possibility of se- 
rious trouble ahead. To say that a negative 
electrocardiogram means that no heart trouble 
exists can be a totally false conclusion. 

Does this mean that the test is worthless? Not 
at all. Many difficulties can be diagnosed with 
accuracy by means of the ECG. It does mean, 
however, that the test alone, without other in- 
formation, is of little use. 
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The trained clinical judgement of the phy- 
sician supplemented by the electrocardiogram 
and other tests is the only way to approach ac- 
curacy in diagnosis. It is a fallacy to have the 
test alone and to base predictions solely on the 
results. In the final analysis, the expert phy- 
sician is really the best diagnostic instrument 
available. 

There is a popular belief that a white blood 
cell count is an excellent way to diagnose ap- 
pendicitis. This is only indirectly true. The 
white count is a good indicator of the presence 
of infection, but it is in no sense specific for 
appendicitis. For example, an infected toe will 
send a person’s blood count from its normal 
7,500 or so white cell count up to as high as 
13,000 or 14,000. If at the same time one gets 
a pain in the right side, appendicitis may be 
suspected. In such a case, the white count is of 
little use. Which infection caused it to rise, that 
in the toe or in the appendix? This is a decision 
the doctor has to make. 

We have no positive, error-free techniques 
of medical testing. The measures we have pro- 
vide estimates, some crude and a few accurate. 
None is perfect. Each test has to be judged in 
the light of the entire clinical picture. 

Sometimes it takes two or three x-ray ex- 
aminations to find an ulcer, or to be absolutely 
certain that none is present. By evaluation of 
symptoms the doctor can decide whether or 
not the hunt should continue. 

This is not meant to imply that tests are no 
good. The point to remember is that they are 
not perfect. Each year some progress is made 
and accuracy is increased. 

Some doctors feel that there has been an 
overselling of the American people on the ad- 
vantages of mechanical tests. People are in- 
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clined to believe that if something is done with 
scientific machinery it is better than can be ac- 
complished with the human brain alone. 

Actually this is not at all true in medicine. 
The best medical instrument we have is the 
intelligent and thorough physician. 

An educated young woman may come in to 
her doctor and say, “I have been feeling a little 
off lately. I want to get a blood count to see if 
my blood is up to normal.” Unless she has a 
great deal of special medical training, this girl 
knows little or nothing about interpreting a 
blood count or whether she needs one. 
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Perhaps she knows that 4,500,000 is a nor- 
mal red blood count in women. If hers turns 
out to be 4,300,000 she may think, “I need 
some iron and vitamins. I thought I felt a little 
anemic.” 

Actually, the difference between 4,300,000 
and 4,500,000 lies within the standard error of 
the count. The young lady may have no anemia 
at all. Her doctor can explain this and save her 
from being fooled by the wrong interpretation 
of the test. 

Millions of people have read of the won- 
drous tests available in medicine and the 
superb work done with the help of these tests, 
but they do not realize that laboratory deter- 
minations are worthless by themselves. It is 
only in the light of proper interpretation that 
they become of value. 

The development of new medical proce- 
dures in recent years has been almost un- 
believable, yet all require someone to direct 
and chart their course. Perhaps some day doc- 
tors will mechanize themselves out of business 
and design doctorless hospitals, but that date 
lies far in the future, if ever. 

The results achieved in medicine are exactly 
proportional to two things— the intelligence 
used by the physician and the degree of 
cooperation and understanding the patient 
brings to him. 

Laboratory tests are supplemental things, 
not perfect measurements. They are of no serv- 
ice to the average patient until interpreted by 
a physician who has closé and intimate knowl- 
edge of the case under study. 
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CHAPTER FIVE 


HEALTH QUACKERY 


HEALTH QUACKERY is the practice of 
deceit. It persists with a fervor equalled per- 
haps only by the sincere quest for more effec- 
tive cures for more and more diseases. 

The word “quack,” is an abbreviation of the 
earlier form ‘“quacksalver.” The word quack 
has as its first meaning the cry of a duck. The 
word “salver” means to save or heal. Thus 
the original word quacksalver described one 
who pretends to be a saver or healer and 
who makes noisy pretenses to medical skill 
not based on real knowledge. 

There are many persons today who claim 
they can treat organic disease by a special 
method or by a certain product. They pretend 
to have the skill to cure cancer, arthritis, feeble- 
mindedness, diabetes, tuberculosis, and many 
other serious conditions. Through faddism, 
fraud, deception, and delusion, the unknowing 
are led to seek non-existent short-cuts to 
health. Knowing only what they are told by a 
“pitchman” or “health lecturer,” millions each 
year attempt self-medication for self-diagnosed 
symptoms. Others, some with confirmed ill- 
nesses, are beguiled with assurance of a quick 
cure, even for incurable diseases. Honest med- 
icine cannot always give such assurances. The 
quack, unhindered by ethics or concern, can. 

Quackery can negate much of the good that 
medicine can do. It can steal precious time— 
that early period of a disease when prompt, 
efficient treatment can often make the differ- 
ence between life and death. 

The cancer patient who infuses himself with 
expensive bottled sea water or a secret remedy 
is, in reality, only withholding from himself 
surgery, chemotherapy, Or radiation which 
might arrest the disease. 

Quackery can also mask diseases with telling 
effect. The non-prescription potion that 
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soothes a persistent stomach upset may serve 
only to delay a trip to the doctor by a man with 
an undiagnosed ulcer—a delay that often leads 
to serious consequences. 

As with most serious medical problems, the 
solution is not simple. The prosecution of 
frauds perpetrated in the guise of medicine is 
extremely difficult. Just as the hypochondriac 
imagines disease, so can the gullible imagine 
cures, even when disease still exists. 

State and federal law enforcement alone 
cannot do the job, although it certainly can 
help, as we have seen in the past few years. Be- 
fore we can hope to make major progress to- 
ward the eradication of quackery, however, the 
public must gain a wider understanding of what 
quackery is and how it flourishes. 


Accurate figures are difficult to obtain, but 
one billion dollars a year is the amount most 
often quoted as what Americans spend on use- 
less cures, mechanical gadgets, fad foods, and 
other quack remedies. However, federal 
spokesmen use this figure, and they admit it 
includes only those schemes and products in- 
volved in interstate commerce. Experts com- 
batting quackery at the state level estimate 
that another billion dollars is wasted each year 
for dubious health care within individual states. 
The monetary cost of quackery, therefore, ex- 
ceeds the entire cost of medical education. 


Despite the enormous monetary cost, quack- 
ery’s cost of life—and health—is its most 
alarming aspect. Quackery has an insidious 
side effect. It may delay proper medical care 
and thus cost life itself. In fact, one medicolegal 
authority declares, “Quackery kills more peo- 
ple than those who die from all crimes of vio- 
lence put together. What can you call it except 
Public Crime Number One?” 


322 


How to Identify a Quack 


What does a quack look like? Quacks are 
generally well-dressed, neat, healthy, kind, 
patient, and sympathetic with the people they 
deal with. They give the patient sufficient time 
to tell his troubles. 

Beware of the person or institution in the 
healing arts that advertises directly to the pub- 
lic. In the daily newspapers, in certain maga- 
zines, and over the air there are those who 
advertise their alleged skills in the treatment 
of serious disease. Such advertisers also use 
privately printed pamphlets, booklets, and 
even newspapers, wherein appear testimonials 
of persons, with pictures “before and after” 
the alleged treatment. > 

Medical testimonials are a very poor source 
of information to their readers. The files of the 
Department of Investigation of the American 
Medical Association contain examples of 
newspaper testimonials by individuals whose 
obituaries appear in the same issue. 

The AMA Department of Investigation 
lists six simple indicators for spotting a quack: 

1. He uses a special or “secret” machine or 
formula he claims can cure disease. 

2. He guarantees a quick cure. 

3. He advertises or uses case histories and 
testimonials to promote his cure. 

4. He clamors constantly for medical in- 
vestigation and recognition. 

5. He claims medical men are persecuting 
him or are afraid of his competition. 

6. He tells you that surgery or x-rays or 
drugs will cause more harm than good. 

Drugs, devices, and fad foods labeled as 
quackery fall into one or more of three major 
classifications: 

@ Those dangerous to health or life when 
used without proper supervision. 

© Those worthless for the purposes for 
which they are offered. 

@ Those offered for conditions for which 
they alone do not constitute competent treat- 
ment, and where unwise self-treatment may 
permit the conditions to progress so far that 
the damage cannot be repaired. 

Official agencies such as the Food and Drug 
Administration, the Federal Trade Commis- 
sion, and the Post Office Department, many 
state departments of public health and pri- 
vate voluntary agencies, including the Ameri- 
can Medical Association, the American Cancer 
Society, and the Arthritis and Rheumatism 
Foundation, have cracked down hard on the 
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first two groups. They are not so widespread as 
they were 25 years ago. Products in the third 
group are still common and constitute a major 
health problem today. 

The Department of Investigation of the 
American Medical Association has been func- 
tioning for more than 55 years. The depart- 
ment originally was formed to combat “patent 
medicine” advertising, and was a regular de- 
partment of The Journal of the American Med- 
ical Association, revealing to the medical 
profession the ingredients of the many secret 
nostrums then on the market, and exposing the 
many false claims made by their promoters. 
The department maintains voluminous files of 
information available to any person who has a 
legitimate reason for inquiry. 

In maintaining such an activity, the Ameri- 
can Medical Association recognizes that edu- 
cation of the public is a potent weapon in the 
fight against medical quackery. With this in 
mind, meetings on medical quackery have been 
held and methods for combating it discussed. 

The first Pure Food and Drugs Act was 
passed in 1906. This afforded a degree of pro- 
tection, particularly in the area of adulteration 
of foods and drugs, by requiring that certain 
information be placed on the labels of drug 
products. This was a great step forward, be- 
cause the patent medicine industry was vocal, 
and for a long time successful, in its resistance 
and objection to such an “impairment of lib- 
erty.” Such liberty, however, was not in the 
public interest, and, as a result, Congress rec- 
ognized its obligation to the public by passing 
the law. 

In 1937 a series of deaths occurred in some 
of the Southern states because a manufacturer 
of a certain drug, a sulfa elixir, had substituted 
a poisonous ingredient for glycerin. The Fed- 
eral law at the time was not sufficient to protect 
the public from such a tragedy, and, as a re- 
sult, Congress passed in 1938 the Federal 
Food, Drug, and Cosmetic Act. 

Advertising of drug products, however, was 
not placed under the jurisdiction of the Food 
and Drug Administration; rather, it was as- 
signed to the Federal Trade Commission. 

The Federal Food, Drug, and Cosmetic Act 
has been amended on several occasions to 
strengthen the law. Thus, today, if a manu- 
facturer wishes to market a new drug, he must 
demonstrate to the satisfaction of the govern- 
mental agency that not only is the product safe 
for use when used as directed, but also that 1t 
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is effective for the purposes for which it is sold. 

The Food and Drug Administration pro- 
ceeds to bring violations of the law to the at- 
tention of the Federal courts, obtains court 
orders calling for the seizure of goods and 
secures the prosecution of the firm or person 
who is responsible for the violation. The gov- 
ernment may also move to stop the violation of 
the law by the individual or firm involved. 

The Federal Trade Commission, which 
evaluates advertising of drug products, pro- 
ceeds by hearings. When violations are brought 
to its attention, the commission proceeds by 
written complaints charging that the manu- 
facturers or distributors of certain drug prod- 
ucts are advertising such products in a false or 
misleading manner. The firm may deny that its 
advertising is not truthful, and hearings are 
then scheduled and held, wherein the matter is 
heard and disposed of. An order or a consent 
may be issued by the commission, directing the 
firm to comply with the requirements of the 
order. This is also published in the Federal 
Register. The advertiser may appeal rulings of 
the commission to the Federal courts. 

The Post Office Department also engages 
in protecting the public by watching over the 
mails, and, in case of medical fraud, proceeds 
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against sellers of a variety of products which 
are sold and promoted by mail. These may 
include vitamin pills, reducing preparations, 
“hair restorers,” “rejuvenators,” and similar 
products appealing to the vain, the old, or the 
sick. That agency reports its findings, after 
hearings, to the postmaster of the city in which 
the goods are mailed, directing him to return 
to the senders all remittances, stamping the 
envelopes “Fraudulent.” If the firm agrees to 
stop the solicitation, the remittances are re- 
turned to the senders with the envelopes 
stamped “Out of Business.” 

These federal agencies are extremely active, 
although most people know very little about 
their operation. 


Food Supplements 


The housewife is not generally aware that 
her food supply is the best on earth from the 
standpoint of adequate nutritional quality. So 
far as residues from pesticides are concerned, 
government tests show the food supply to be 
entirely safe. The American citizen who goes 
into the marketplace to purchase his groceries, 
his meats. his vegetables, and the rest, can be 
reasonably sure that they are safe, wholesome, 
and nutritionally adequate. 

The United States, the best-fed nation on 
earth, certainly does not need to waste $500, 
000,000 annually on vitamin pills, special 
dietary foods, and dietary monstrosities such 
as rose hips, fenugreek tea, and a host of other 
so-called health foods. 

Within the past decade there has arisen a 
wholly new class of pretenders to medical skill. 
These are the persons who come to your door- 
step with a wonderful multi-vitamin and min- 
eral product which they will sell to you as an 
insurance policy against poor health if you are 
well, or as a sure cure if you are sick. 


Since these sales people claim benefit in the 
area of health and disease, they come under the 
jurisdiction of the Food and Drug Administra- 
tion, and many have been fined, placed on 
probation, or otherwise discouraged by Federal 
regulatory action. The firms behind them have 
had their stocks seized, their literature im- 
pounded, and their officers prosecuted. 

Because of our ample food supply, better 
methods of processing, and alert federal 
agencies, the average American in reasonably 
good health obtains the essential nutriments 
from his diet—provided, of course, it is fairly 
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well balanced. The body excretes the excess of 
vitamins and minerals (except for the fat- 
soluble vitamins A and D, which are retained), 
so a person taking vitamins under such cir- 
cumstances is simply wasting money. 

It is, of course, another matter if the family 
physician finds that a patient needs special vi- 
tamin or mineral supplementation. Rarely, 
however, is it advisable for the individual to 
supplement his diet on his own. It is always best 
to obtain the advice of a competent doctor, 
who can determine any need for vitamin or 
vitamin-and-mineral supplementation. 


Quack Remedies 


Beware of advertisers who market alcoholic 
mixtures for sluggish blood, for anemia from 
iron deficiency, for a run-down or tired feeling, 
or lack of youthful pep and vigor. If a person is 
feeling tired or run-down, he may be suffering 
from serious organic disease. Here again he 
should be in the hands of a competent phy- 
sician, because the tonic may well mask symp- 
toms which could lead to serious chronic 
diseases or disability. 

Persons should not rely on cure-all methods 
to overcome disease. Spinal manipulations and 
colon irrigations have been widely promoted as 
systems of medicine that can correct serious 
conditions and diseases. Suffice it to say that if 
such methods had merit, they would have with- 
stood the scrutiny of competent scientific ob- 
servers, and the likelihood is that they would 
be widely used by doctors of medicine. 

Beware of persons who have a special or 
exclusive treatment for cancer. Here is an area 
of human suffering that has been exploited by 
heartless, scheming, and clever individuals. 
Even in this enlightened day, it is estimated 
that $50,000,000 a year is wasted pursuing 
non-existent cancer cures and treatments. They 
are described as “non-existent” because, while 
they may be administered by kindly, ap- 
parently well-intentioned people who may even 
be doctors of medicine, they nonetheless have 
no established merit in the treatment of cancer. 
When anyone, whether he is a doctor or not, 
appeals to the public claiming that he has a 
substance, a method, or a system of treating 
cancer adequately, it is virtually certain that he 
does so because the medical profession has 
evaluated his treatment and found it wanting. 
Doctors of medicine die from cancer, some lose 
members of their families to this dread con- 
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dition. Thus one can rest assured that the med- 
ical profession, which continuously searches 
under both private and governmental auspices 
for a cure for cancer, would use without hesita- 
tion any such product that had demonstrated 
promise. 

When the promoter of a cancer treatment 
demands a “fair test” publicly, or accuses med- 
icine of treating him unfairly, or appeals to the 
public through newspapers, books, magazine 
articles, and radio and television programs, it 
is safe to say that he is a quack. Anyone inter- 
ested in the history of medicine will find these 
signs as common to all who have falsely 
claimed, both in the past and at present, to have 
a cure for cancer. 

The American Cancer Society maintains a 
standing committee which evaluates claims 
made for cancer treatments and publishes in- 
formational articles on the various treatments 
and their promoters. 

The Arthritis Foundation has estimated that 
there are about 14,000,000 arthritics in this 
country. Victims of arthritis waste more than 
$310,000,000 each year in their fruitless effort 
to return to relative bodily comfort and free- 
dom from pain. From time to time, when the 
need arises, the Foundation publishes informa- 
tional bulletins to let people know the truth 
about the claims made by those who pretend to 
have peculiar skill in the treatment of arthritis. 

Any institution which advertises that it has 
a treatment for arthritis should be avoided. 
Persons who go to such places usually will find 
the methods to be no different from such or- 
dinary physical treatments as heat, light, co- 
lonic irrigation, and vitamin therapy, none of 
which is an adequate treatment, either singly 
or in combination. Persons also find these 1n- 
stitutions demanding high fees, payable in 
advance. 

Beware of glorified aspirin tablets which cost 
so much more but which actually are no better 
as pain-relievers than ordinary aspirin, a stan- 
dard drug of recognized merit as an analgesic. 


Cultists 


A dictionary definition of a cult is a “system 
for the cure of disease based on the dogma . . - 
set forth by its promulgator to the exclusion of 
scientific experience or demonstration.” Exam- 
ples of cultism are chiropractors, naturopaths, 
naprapaths, etc. They lack the necessary edu- 
cation and background to diagnose and treat 
human disease. 
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Cultists may have legally-issued state li- 
censes, but these licenses are limited—re- 
stricted to a certain area of practice as a pro- 
tection to the public. Cultists are prohibited by 
law from prescribing drugs or performing sur- 
gery. They usually seek to attract patients 
through advertising and the use of “testimo- 
nials” from persons who have gone to them. 

Chiropractic is the largest group of irregular 
practitioners who have turned their back on the 
principles of scientific medicine. Chiropractic, 
for example, even rejects the life-saving vac- 
cines for polio, measles, and other diseases. 


Specific Types of Quackery 


Besides the instances already mentioned, so- 
called “health” promoters conduct schemes in 
many categories. Some of them are: 

Books and Pamphlets. No general rule dis- 
tinguishes the scientifically founded text from 
that prepared by the commercial promoter, 
quack, or health hustler. However, the latter’s 
literature is generally advertised extravagantly 
with claims to cure, “secret” remedies, and the 
use of products and medications not custom- 
arily prescribed by reputable physicians. For 
the most part, such books are written by per- 
sons without professional qualifications who 
seek to promote a particular, often unorthodox 
and sometimes harmful point of view. 

Unfortunately, a physician’s signature as 
author of a book is not always a guarantee that 
it represents sound medical opinion. It is best 
for the average person to rely on standard 
critical appraisals of books in this area. Con- 
stitutional guarantee of freedom of the press 
affords wide latitude to publishers. 

_ There are three ways in which such literature 
is being limited or sanctioned: 

(1) If the book, pamphlet or statement 
serves as labeling for a product, making claims 
that cannot be supported and substantiated 
scientifically, such articles along with the pro- 
moted product, may be seized under the Fed- 
eral Food, Drug and Cosmetic Act on charges 
of mislabeling or misbranding. 

(2) Literature sent through the United 
States mails that contains fraudulent matter or 
misrepresentation may be subject to postal laws 
governing fraud, if and when it can be estab- 
lished that the promoter willfully disseminated 
material he knew or should have known to be 
false and misleading. A number of books and 
pamphlets advertising the so-called effective- 
ness of self-hypnotism, psychic self-control, 
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nutrition and sex improvement have been ex- 
cluded from the mails for violation of the mail 
statutes. 


(3) Advertising that falsely represents the 
content of a book or that promises results that 
the book is incapable of fulfilling, may be sub- 
ject to the Federal Trade Commission rules 
against false advertising. 

Alcoholism. “Cures” that are promoted for 
the “liquor habit” are usually worthless. There 
is no safe or easy remedy that can be relied on 
to overcome permanently the out-of-control 
use of alcohol. Recovery depends on the in- 
dividual’s willingness to accept help from his 
medical adviser and counseling from his clergy- 
man or friends. A sincere desire to stop drink- 
ing is an important factor. 

Baldness. There is no known drug or hor- 
mone, preparation or device that can signifi- 
cantly postpone, retard or cure hereditary 
baldness. Use of a toupee, wig or hair piece 
remains the most practical solution to this 
problem. A new surgical procedure known as 
“hair transplant” has been helpful in some 
cases. However, this technique is still consid- 
ered experimental. It is a slow and tedious 
process of limited benefit to selected cases. 

Colitis. Self-treatment should not be at- 
tempted for this complex and often serious 
condition. Beware of any product advertised as 
a treatment for colitis. Excessive use of laxa- 
tives is one cause of colitis, and there is no 
laxative that is safe for continuous use. So- 
called high colonic enemas also should be 
avoided as ineffective and sometimes harmful. 

It is not necessary to have a daily bowel 
movement, but it is wise to seek a physician’s 
advice about chronic constipation. Heed the 
directions and warnings on any laxative label. 
Don’t rely on products that promise to “break 
the laxative habit.” This is just a gimmick . . . 
to sell laxatives. 

Cosmetic Chicanery. Dermatologists (medi- 
cal skin specialists) do not consider hormone 
creams or the so-called rejuvenating creams 
effective in producing significant improvement 
in the aging skin. In fact, there is no way to 
prevent wrinkles, nor is there any “miracle” 
cream, no matter how expensive, that safely 
and effectively will remove wrinkles. Wrinkling 
of the skin that accompanies the aging process 
unfortunately is irreversible due to permanent 
changes in the skin and subcutaneous tissue 
such as degeneration of elastic tissue, loss of 
subcutaneous fat, and loss of fluid content. 

A physician can use various caustic chemical 
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agents either to treat diseased tissue or to im- 
prove the appearance of aging skin. A physician 
can select suitable candidates for whom it will 
be both safe and reasonably effective. Face 
peeling is not considered safe when performed 
by non-medical personnel. The chemical agents 
are highly toxic and can be absorbed into the 
system and cause kidney damage; if misused 
they can scar the face permanently. 

Devices. The Federal Food, Drug and Cos- 
metic Act provides for regulatory action against 
medical devices when it can be proved that 
they are unsafe or falsely represented. 

There are, of course, mechanical aids that 
furnish a physician with information that en- 
ables him to evaluate a patient’s condition—for 
example, the apparatus to determine blood 
pressure or the electrocardiograph used to re- 
cord the action of the heart. But there are other 
devices and gadgets, often impressive in 
appearance but lacking diagnostic or thera- 
peutic value, that are fakes. They frequently 
are found in the offices of irregular or cult 
practitioners. Remember that your physician’s 
good judgment and experience are essential to 
proper diagnosis and treatment. (Some dis- 
credited devices are pictured on page 326). 

Diabetes. Do not use any self-diagnosis, 
treatment, drug or dietary food product that is 
not recommended by your physician. Death can 
result from not heeding this warning. Persons 
with diabetes should be under a physician’s 
care, so they can be examined regularly and 
any needed adjustments of their treatment can 
be made. 

Epilepsy. The treatment of epilepsy requires 
the close, careful and continued attention of a 
physician. Epilepsy is a condition that is highly 
individual with respect to causes and treatment. 
Seizures, for example, may be due to a brain 
tumor that cannot be diagnosed easily. After 
diagnosis, it often is necessary for the patient 
to undergo an extensive and carefully super- 
vised trial period to determine which drugs or 
combination of drugs should be used. The 
continuing patient-physician relationship is 
necessary to maintain proper seizure control. 

Hair Removal. At the present time, the only 
successful and permanent method of hair re- 
moval is the destruction of the papilla (the 
hair bulb) by electrical methods. Advertise- 
ments sometimes seen in newspapers and mag- 
azines promote various types of such equip- 
ment for removal of hair by the user herself in 
her own home. This type of promotion should 
be viewed with caution. 
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There are two types of electrical methods, 
electrolysis and electrocoagulation, although 
the term electrolysis is generally used to refer 
to either technique. 

Both methods, when used by a trained oper- 
ator, will permanently remove hair with com- 
parative safety. Professional devices usually 
are not offered for sale directly to the public. 

Electrolysis is a technique that requires con- 
siderable training and practice. Despite this, 
advertisements for some home electrolysis units 
claim that the devices are essentially equal to 
the most professional treatments. 

Medical authorities point out that there are 
risks involved in the use of electric devices by 
unskilled and inexperienced persons, because 
a device that furnishes enough current to de- 
stroy the hair bulb may also destroy adjoining 
tissue. If the surrounding tissue is destroyed 
through improper use of the device or if too 
many hairs are epilated at one time in a given 
area, pitting and scarring may occur. This 
might substitute one defect in appearance for 
another. 

Hemorrhoids. Mild ointments can be used 
to relieve soreness, itching or a burning feeling, 
but they will not “shrink” or “cure” hemor- 
rhoids (piles). Bleeding may indicate a serious 
condition that calls for prompt medical treat- 
ment. À 

High or Low Blood Pressure. These may be 
among the symptoms of a number of diseases. 
There are drugs that a physician may prescribe 
for these conditions, but the person with high 
or low blood pressure should not attempt self- 
medication. There are so-called “health” foods 
that their promoters often claim are good for 
high (or low) blood pressure, and these claims 
are false. 

Kidney Ailments. There is no known pre- 
paration that can be labeled legally for self- 
medication as a cure or treatment for “kidney 
trouble,” “bladder trouble,” or diseases of the 
kidney or bladder. These are serious ailments. 
They should not be treated by do-it-yourself 
methods. 

Perhaps one of the best known cases in this 
regard involved “Doan’s pills.” The Federal 
Trade Commission announced that as the result 
of a complaint the firm making the pills agreed 
to cease claiming that the pills are “a cure or 
remedy for or will have any therapeutic value 
in the treatment of any disease, disorder or 
dysfunction of the kidney or bladder, or have 
any beneficial effect upon any symptom or con- 
dition arising from such infirmities ... .” 
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Psoriasis and Acne. These are skin condi- 
tions that are characterized by periods of acute 
flare-up, followed by periods when the condi- 
tion may improve even without therapy. Health 
quacks take advantage of this cycle. Any ther- 
apy, however useless, that they use at the 
height of the acute stage, they then credit with 
the improvement. They seek “testimonials” 
from these “patients” to hail their treatments 
as miraculous cures. 

“Sex Preparations.” At the present time, 
there is no drug or nutrient substance that can 
be used to increase sexual desire or virility in 
otherwise healthy people. Inability to perform 
the sex act requires medical attention to estab- 
lish the cause and to determine appropriate 
treatment. 

Tobacco Smoking Habit “Cures.” There is 
no known drug or combination of drugs that 
truthfully can be offered to the public to cure 
or overcome the tobacco habit or permanently 
eliminate the desire for tobacco. A simple 
determination to stop, backed up by will power, 
is the best way to moderate or abstain from 
smoking. 

Mail Order Trusses for Hernia. Consult your 
family physician. Surgery is often necessary 
for successful treatment. No mail order truss 
or other self-treatment can be promoted truth- 
fully as a cure or as permitting unlimited activ- 
ity. Continued use of an improper truss may 
delay or complicate proper treatment. 

Weight Control or Weight Reduction. There 
is no known preparation that, by itself, will ef- 
fectively control weight. Medication, prolonged 
dieting or fasting or exercise programs under- 
taken to control weight always should be under 
the supervision of a physician. 

Many reducing pills and preparations and 
so-called diet foods have been advertised as 
capable of reducing or controlling weight. The 
theory behind these claims is that such products 
tend to inhibit or depress appetite, to add bulk 
without calories to the diet, to give a full feeling 
or to encourage increased activity. These 
processes, in turn, supposedly cause a depletion 
in excess fat reserves for the needed energy. 
There is no scientific evidence, however, that 
any of these popularized products have a long- 
term effect, if any, in weight reduction or 
weight maintenance without dietary restric- 
tions. 

There are many dietary regimens followed 
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avidly by today’s public. However, this does 
not mean that all are good or adequate plans 
to follow, nor that they will be successful in 
maintenance of desired weight once initial 
weight has been lost. Medical and nutritional 
authorities state that consistent weight loss can 
be accomplished only by reducing total caloric 
intake, increasing physical activity (which 
thereby utilizes body fat reserves), or through 
both of these methods. Despite the above facts, 
there are many over-weight people who will 
try any diet that promises an easy solution to 
the problem—regardless of possible health 
risks. 

Many of today’s popularized, unscientific 
dieting schemes rely on unusual and often ex- 
pensive foods or offer “fad” or “crash” dieting 
as the glamorous solution. Diets that seem to 
be the most popular promise that a person can 
“eat all he wants” and still lose unwanted 
pounds. Unscientific philosophy on dieting con- 
tinues to be promoted through use of attractive 
titles and unauthorized use of reputable names, 
such as the “Air Force” diet or the “Mayo 
Clinic” diet. While many of these regimens may 
appear initially successful in promoting weight 
loss, such loss usually results (1) from water 
loss rather than loss of body fat, or (2) because 
of decrease in appetite (thus caloric intake) 
due to radical change in usual eating practices, 
or (3) from both reasons. 

Unfortunately for the often desperate dieter, 
few of these regimens are found acceptable for 
long periods as they are usually too different 
from family meal patterns. Thus, weight is 
regained once the original faulty eating habits 
are resumed, Losing and then regaining weight 
repeatedly, authorities state, produces unneces- 
sary stress on body functioning and may be 
harmful. 


The AMA and Quacks 


The American Medical Association, at its 
first meeting in Philadelphia in 1847, called 
attention to a need for a constant and in- 
creased effort against the health quack. The 
Association has continued the pledge of un- 
ceasing educational effort, both to the medical 
profession itself and to the lay public. Keeping 
the public informed, urging it to beware, and 
alerting federal and state officials to violations 
of law is a continuing effort by organized 
medicine to be a force for public good. 


CHAPTER SIX 


" BUDGETING FOR ILLNESS 


WHEN DOCTOR AND HOSPITAL BILLS are dis- 
cussed, they are usually called the costs of med- 
ical care. Actually, it would be more accurate 
to call them the costs of illness. Even then, 
medical and hospital care are only a part of 
these expenses, and often a relatively small 
part at that. 

Unless an illness is minor in nature and 
short in duration, it extensively disrupts family 
life. When the homemaker cannot do her work, 
help must be procured, often at considerable 
expense. A wage earner who is ill may lose 
some of his pay. A key provider’s disabling 
illness may permanently lower the family’s 
standard of living. Homes may be sacrificed 
and extensive other adjustments have to be 
made. Educational plans may have to be aban- 
doned or altered. Costs of appliances, med- 
icines, special foods, and nursing services may 
be heavy. These items, seldom considered in 
estimating the costs of illness, may far out- 
weigh the medical and hospital bills which have 
occasioned so much dispute. 

Paying the expenses of illness is an individ- 
ual or family responsibility and one which 
should be planned for along with such other 
necessities as food, clothing, and shelter. 

Before the industrialization of our society 
and economy, medical care costs received 
relatively little attention from anyone other 
than those who had to pay them. When people 
became ill, they paid for their professional 
care when they could or if they could; and 
physicians then, as they do now, provided a 
great deal of professional care for those in need, 
regardless of their ability to pay for it. 

Some fairly reliable predictions can be made 
regarding the frequency of certain types of ill- 
nesses among a large number of people. Toa 
large degree, this is also true regarding the 
number or percentage of persons who will incur 
medical expenses of certain amounts. A recent 
analysis of medical expenses per year per per- 
son in the United States reflected the following: 
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e 18 per cent incur no medical bills per 
year. 

e 45 per cent incur 
per year. 

e 15 per cent have bills between $100 and 
$200 per year. 

13 per cent have bills between $200 and 
$500 per year. 

e 9 per cent have bills over $500 per year. 

The above figures indicate that medical ex- 
penses did not exceed $100 per year for 63 per 
cent of the people in the United States, totaled 
less than $200 for 78 per cent, and were less 
than $500 for 91 per cent of the population. 

What these figures do not and cannot 
indicate is which persons or families will fall 
into what category of medical care expendi- 
tures in any given year. A substantial number 
of families have the financial capacity to pay- 
for the more or less routine medical expenses 
as well as unexpected expenses of modest 
proportions. For many, such expenses can 
be taken care of either out of savings or cur- 
rent income, others can borrow the sum 
needed for payment on a short-term credit 
basis without serious disturbance to their 
budgets and without recourse to insurance or 
similar financing mechanisms. 


bills of less than $100 


Budgeting for Illness 


Budgeting for ordinary living expenses is 
a daily routine, whether it is done formally 
on paper or merely in the mind. It includes 
the expenses that come up every month or 
every week, and the well-managed household 
takes care of its obligations promptly. One 
item that seems to be left out most often is 
the possible costs of illness. Yet it is quite 
probable that a family will have minor ill- 
nesses, especially when there are children. 

There will also be dental bills, immuniza- 
tions, periodic check-ups, drugs and medicines, 
and medical supplies. These are as regular 
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and predictable as food, household repairs, 
time payments, rent or mortgage payments. 
All such items should be considered a part 
of the running budget, week by week or 
month by month. The self-supporting family 
can afford these as well as it can other 
necessities. 

The more costly illnesses are those that 
require extensive medical or surgical pro- 
cedures, prolonged hospital or nursing home 
care. Long-term or sometimes permanent dis- 
ability and consequent heavy expenses and 
loss of earnings seriously disrupt the budget 
of all but the well-to-do. These items should 
be covered by insurance. 

But insurance can work only if it provides 
the necessary assistance at a cost which is 
not in itself too great to be borne. This means 
spreading the risk over a group of persons or 
families. The least expensive insurance for 
the heavier costs excludes the smaller items 
which the family can bear itself, out of current 
revenues. This is familiar in the automobile 
field as deductible insurance. The first $25, 
$50, or $100 of accidental damage are ex- 
cluded from coverage in order to provide 
greater protection at less cost against the more 
expensive accidents. 

A prominent actuary has estimated that 
the premium required to finance medical ex- 
penses through insurance to a limit of $175 
per person per year would purchase coverage 
that would cover all medical costs without 
limit for persons whose medical expenses 
exceed $175 in any year. In other words, it 
costs as much to insure the first $175 of 
medical costs as it does to insure all such costs, 
without limit, in excess of that amount. 

It could be said, then, that any attempt to 
finance small medical costs by an insurance 
program is a wasteful use of that mechanism. 

Voluntary health insurance of some type 
now protects more than 75 per cent of the 
non-institutionalized population of the United 
States. It is sold by a large number of organ- 
izations, most of which offer their programs 
on either an individual or a group basis. 

Insurance companies, Blue Shield plans, 
Blue Cross plans and many independent plans 
offer a variety of health insurance coverages. 
The term “independent” is applied to those 
plans and programs which are not normally 
identified with insurance companies and are 
not affiliated with the National Association 
of Blue Shield Plans or the Blue Cross Asso- 
ciation. As might be expected, such plans 
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have a variety of organizational patterns, but 
several of them attempt to combine the fea- 
tures of group medical practice with an insur- 
ance arrangement whereby professional sery- 
ices are financed by periodic payments. 

In terms of numbers of persons as well as 
in dollars of premiums collected and benefits 
paid, the Blue Shield plans, Blue Cross plans 
and insurance companies are the three general 
classifications of insurers that protect the 
greatest number of persons. For the most part, 
the certificates and policies issued by these 
organizations do not contain provisions which 
restrict either the choice of hospital or physi- 
cian, although some agreements provide a 
lesser degree of coverage if the subscriber or 
insured is admitted to a non-affiliated hospital 
or is treated by a non-participating physician. 


Insurance Plans 


Most persons protected against the costs of 
hospital, surgical, or medical expense are 
insured under group coverage. These programs 
are usually arranged to insure all (or certain 
categories of) employees of one employer. 
However, this underwriting approach has 
been and is being extended to groups of 
employers, to members of unions, as well as 
to members of associations and other organi- 
zations not related directly by employment. 
Group insurance may cover the employee or 
member only, although the majority of pro- 
grams include protection for the spouse and 
dependent, unmarried children. 

Insurance purchased individually is a con- 
tract between the insured person and the in- 
suring organization. It usually involves an 
enforceable contract which spells out the com- 
plete details of the privileges and obligations 
of both the company and the insured person. 

In between these two specific types of 
coverage there is another marketing approach 
identified by terms such as franchise or whole- 
sale insurance. This is a method of selling by 
which the insured person enjoys some saving 
in the premium charge and each person Te- 
ceives an individual contract or policy. This 
arrangement has some of the elements of both 
individual insurance and group insurance and 
is used by many Blue Shield and Blue Cross 
plans as well as by some insurance companies 
when making coverage available to persons 
who do not qualify for true group insurance. 

For those who are protected under a group 
plan through their place of employment, it 
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may usually be assumed that the coverage 
was arranged by persons who understand in- 
surance. To this extent the employer, trustee, 
or personnel officer undoubtedly reviewed 
several proposals and selected the one that 
would best serve the needs and the budgets 
of the majority of persons in the group. In 
addition to this initial screening, those re- 
sponsible for group health insurance purchase 
and administration may be expected to review 
their programs periodically in light of chang- 
ing conditions and needs. 

Although the person protected under a 
group program may have the advantage of an 
experienced person or committee working 
toward his best interests, this fact by no means 
relieves him of all responsibility with regard 
to his health insurance program. While group 
insurance has the advantage of somewhat 
broader protection at a somewhat lesser 
premium cost per person than individual 
coverage, it does not and cannot accommodate 
everyone’s entire insurance needs. Everyone 
must thus understand fully what health care 
expenses are covered by his group insurance 
and, equally important, those that are not. 
He can then avoid buying unnecessary Cover- 
age in some areas and be certain he is not un- 
protected in others. 

Many policies limit maximum payments for 
stated benefits if other health insurance is in 
force. Purchase of multiple policies with ag- 
gregate coverages exceeding the total expenses 
incurred may, therefore, represent a waste of 
premium dollars. 

In planning or evaluating a health insur- 
ance program, each individual or family should 
consider certain factors. The first question 
should be what kinds or what amounts of 
medical care expenses can be paid out of 
current income or otherwise handled without 
unduly unbalancing the budget. An answer to 
this question will determine those types (or 
amounts) of potential medical expense against 
which insurance is desired. 

It is generally agreed that the basic purpose 
of health insurance is to alleviate undue fi- 
nancial hardship. Insurance is at its best when 
it provides protection against those situations 
which are not likely to occur but, if they did, 
would have severe or catastrophic financial 
consequences. Overemphasis on covering rela- 
tively small bills and routine medical care is 
an uneconomic use of insurance. 

The American Medical Association has 
been and continues to be interested in the 
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successful operation of the various voluntary 
mechanisms designed to help the American 
people finance their health care. The phe- 
nomenal growth of plans in the last 10 to 15 
years is a dynamic demonstration of American 
enterprise and repudiates those who say that 
only the Federal government and a compul- 
sory program can do the job. The Association, 
believing as it does that voluntary plans fulfill 
a useful and a necessary function in the total 
health care by removing or minimizing eco- 
nomic barriers, encourages experimentation 
in this field so that more people and more 
services can properly be brought within the 
scope of this kind of protection. 


Buying Health Insurance 


As we have said, experienced personnel 
usually screen various group health insurance 
proposals before they are offered to the 
group’s employees or members. But when an 
individual undertakes to arrange his own pro- 
tection for himself or his family, he has to 
take upon himself the responsibility of eval- 
uation and selection. 

Before deciding upon a particular individual 
(non-group) voluntary health insurance plan, 
the purchaser should consider the type of 
health care expenses he desires to be protected 
against and the extent to which he wishes 
these expenses insured. 

The types of expenses which can be insured 
against include hospitalization, physicians’ 
services, and services rendered by technicians 
and/or paramedical personnel. 

Hospital expenses are charges for hospital 
room and board, drugs and dressings, use of 
operating or delivery rooms, routine nursing 
care, and use of recovery rooms. 

Professional services are those performed 
by physicians licensed to practice medicine 
and surgery. In addition to the diagnosis and 
treatment of medical conditions, the term in- 
cludes surgery, radiology (x-ray), anesthe- 
siology, physical medicine, and laboratory 
services. 

Paramedical services include those per- 
formed by laboratory and x-ray technicians as 
well as by physical therapists and private duty 
and visiting nurses. The services of such per- 
sonnel are generally either supervised or pre- 
scribed by a physician. 

Hospitalization and surgical operations lend 
themselves more readily to the principles of 
insurance than do routine home and office 
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calls. The costs of hospitalization or surgery 
are greater, and thus less predictable, than 
those of an office or house call. However, 
some people maintain that the cumulative 
financial effect of home and office calls can 
be as great or greater than the cost of hospi- 
talization and surgery. 

Many insurance authorities believe that 
home and office calls are more properly the 
subject of budgeting than of insurance since 
the cost of processing claims is too large in 
proportion to the benefit paid. This is the prin- 
ciple that distinguishes the so-called “catas- 
trophe” or major hospital and medical expense 
benefit coverages from the so-called “basic” 
plans. 


MEDICAL SERVICES FOR THE FAMILY 


Not all persons want to insure the probable 
total costs of health care. Some wish to insure 
a certain portion while still others want to 
pay for certain kinds of costs or a stipulated 
initial amount. 

It is necessary to learn what the costs usually 
amount to. With respect to hospitalization, you 
should attempt to determine what the prevail- 
ing charges are in your community for hospital 
room and board. Such costs may be obtained 
from the hospital in smaller communities, while 
hospital councils may provide such data for 
urban or metropolitan areas. Usually the 
charges differ according to whether the patient 
desires private, semi-private, or ward accom- 
modations. In addition, published data may 
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summarize “prevailing charges” either on a 
regional or local basis. 

Determination of professional charges is 
somewhat more difficult since these services 
are primarily personal rather than institutional 
in nature. However, your family physician 
should be able to advise you on these matters. 
A physician takes several factors into consider- 
ation when he establishes his fees for the care 
of individual patients. 

Among these are: the degree of specialized 
knowledge either needed or applied, the nature 
and number of complications encountered, the 
length of time involved in the care of the pa- 
tient, the economic level of the community, 
and the financial ability of the patient to pay for 
health care. With respect to the latter, the 
American Medical Association has maintained 
that physicians should reduce their bills when 
the patient cannot afford normal charges. This 
is irrespective of the existence of insurance, 
since insurance does not create any new wealth. 

Although determinations of charges for pro- 
fessional services are not generally “standard- 
ized,” such information is available in many 
areas. If you have a personal or family phy- 
sician, you should be familiar with his charges 
for current and past services. In such instances 
you are in a favorable position to discuss his 
charges in advance for any “unusual” service 
such as surgery or other procedures. Physicians 
generally are willing to discuss fees prior to 
rendering care—especially when the patient 
desires it or when extended or expensive treat- 
ment may pose financial problems for the 
patient. In addition, physicians and medical so- 
cieties in certain areas have established sched- 
ules of suggested “minimum” charges, “usual” 
charges, or relative values for professional 
services. 

Among the more important considerations 
in selecting an insurance organization are: 1. 
Is the company or prepayment plan licensed to 
do business in your state? 2. What is the gen- 
eral reputation of the organization in discharg- 
ing its obligations to its subscribers or policy 
holders? 3. What is the reputation of the or- 
ganization for prompt and efficient service on 
claims? 

In selecting a company, you should be satis- 
fied that the organization has the appropriate 
charter power to do business in the state anda 
license, if it is required. The state insurance 
commissioner can provide information regard- 
ing insurance companies and Blue Shield and 
Blue Cross plans if the laws provide for his su- 
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pervision. For obvious reasons such officials 
are sources of information rather than recom- 
mendation. Depending upon the state, other 
possible sources of information include the sec- 
retary of state, the corporation and securities 
commission, and the state board of health. 

The agent, solicitor, or salesman should be 
of good local reputation and also present satis- 
factory evidence or credentials to the effect that 
he is an authorized representative of the orga- 
nization for which he is soliciting. 

You should also satisfy yourself regarding 
the general reputation of the company or plan. 
Frequently this can be done by contacting oth- 
ers in your community who are subscribers, 
members, or policy holders. Additional sources 
include your local chamber of commerce, bet- 
ter business bureau, local credit bureau, and 
similar reputable organizations. 


The Contract, Policy, or Agreement 


When you buy insurance or join a prepay- 
ment plan you are entering into a business 
arrangement. This arrangement is usually for- 
malized by contract or agreement. The contract 
normally will include both privileges (benefits) 
and obligations. It is reasonable to expect that 
the framers of these contracts have protected 
their own interests. You should, in turn, make 
every reasonable effort to see that you under- 
stand the contract’s terms, conditions, and ex- 
ceptions as well as your obligations. 

If a company or plan is licensed and super- 
vised by your state insurance department (or 
other regulatory authority), it is usually the re- 
sponsibility of that authority to protect the in- 
terests of the policy holders or subscribers. The 
department is frequently required to review 
contract forms and determine their conformity 
with state laws before such contracts may be 
sold to the public. Moreover, the department 
as further protection to the public, may require 
that the rates (premiums) charged are reason- 
able in relation to the risk assumed and that 
they do not discriminate unfairly. This respon- 
sibility of the state official is primarily that of a 
screening nature in the public interest; but the 
actual understanding of the terms, conditions, 
and provisions of the contract or agreement is 
largely your own personal responsibility. 

For the most part, insurance contracts are 
considered upon the basis of an application. 
Another principal consideration is the periodic 
payment of a premium or membership fee. In 
applying for the policy or agreement, you may 
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be required to give evidence of your insurabil- 
ity or eligibility. This may include questions 
about your present health status, past illnesses, 
and treatments, if any. If these questions are 
asked, it is your responsibility to provide true 
answers to the best of your ability. If a policy 
or agreement is issued on the basis of incorrect 
or false information, it may be sufficient ground 
for voiding or nullifying the contract. 

The Insuring Clause. One of the more im- 
portant portions of your policy stipulates the 
scope of coverage by telling what types of ex- 
penses or “losses” are being assumed by the in- 
surance company or prepayment plan. You 
should be satisfied that the insuring clause in- 
cludes the types of benefits you desire before 
considering the company or prepayment plan. 

Exclusions or Conditions Not Covered. Most 
policies or agreements have exclusions which 
state those conditions which are not covered 
by the insuring clause. Some exclusions should 
be expected, but all should be thoroughly un- 
derstood. Some contracts contain more exclu- 
sions than others and their number and nature 
are determined largely by the amount of pre- 
mium and other factors. 

Examples of exclusions are occupational 
accidents and illnesses which are frequently 
covered by workmen’s compensation, condi- 
tions resulting from acts of war or riot or inju- 
ries and illnesses sustained while serving in the 
armed forces. , 

Waiting Periods. Most insurance company 
or prepayment plan contracts include certain 
“waiting periods.” These clauses indicate the 
interval that must elapse between the time the 
contract is issued and the date certain benefits 
are payable. For example, a policy may provide 
that benefits are not payable during the first 90 
days after issue date for appendectomy or her- 
nia operations. Another may provide that ben- 
efits are not payable during the first six months 
for any condition for which the applicant re- 
ceived medical treatment or advice prior to 
purchasing the policy. 

These waiting period provisions are included 
because the insurance company or prepayment 
plan usually agrees to cover only those condi- 
tions that commence after the insurance is writ- 
ten. They do not normally assume liability for 
already existing illnesses under non-group con- 
tracts. Such clauses together with the health 
statement of the applicant are frequently used 

in underwriting in lieu of a physical exam. 

Benefit Reductions. Some policies or agree- 
ments specify conditions under which a benefit 
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may be reduced below the amount otherwise 
payable. For example, if a contract is predi- 
cated either on the basis of a contracting hos- 
pital or a participating physician and the policy 
holder is hospitalized in a non-contracting hos- 
pital or treated by a non-participating physi- 
cian, there is a possibility of a benefit reduction. 
Although such provisions are not found fre- 
quently, they are a possibility that should be 
understood. 

Who is Covered? If you want your eligible 
dependents (usually defined by law as spouse 
and unmarried dependent children) insured, 
are they included in the policy or program you 
buy? Actually the policy holder or subscriber 
is usually insured “on behalf of” the covered 
health expenses of his dependents. If the policy 
does not specify such coverage, in all probabil- 
ity the policy holder is insured only against his 
own personal health care costs. 

Age Limits. Some policies and agreements 
specify minimum and maximum age limits. In 
this type of insurance, minimum ages may be 
specified for dependent children in order for 
them to be included in a family policy. Maxi- 
mum age limits may be of two types. One may 
be a maximum age stated for an adult policy 
holder or covered spouse. The other may state 
the maximum age to which a child will be in- 
cluded as a dependent under a family policy. 

Public Law 89-97, effective July 1966, ex- 
tended medical, hospital and other health care 
benefits to essentially the entire population 
over 65 years of age. Supplemental policies to 
cover expenses not met by the Medicare pro- 
gram are available from many insurance com- 
panies and through prepayment plans. 

Cancellation and Renewal Provisions. Many 
policies or agreements are cancellable by the 
company or plan. Some provide that the com- 
pany or plan, although it cannot cancel the con- 
tract, can elect not to renew the policy at any 
premium due date. Still others are both non- 
cancellable and guaranteed renewable to a 
specified age. Each type of contract has its 
merits and each may be subject to differing pre- 
mium charges or rates since the non-cancellable 
and guaranteed renewable-type would be more 
expensive. ; 

Choice of Physician or Hospital. If the in- 
surance or prepayment plan imposes more than 
the usual limitations with respect to the selec- 
tion of either the physician, hospital, or both, 
this should be understood clearly and fully at 
the time the contract is purchased. Should the 
subscriber be limited to a panel of local phys! 
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cians and/or be entitled to hospitalization only 
in a specified hospital or list of hospitals, he 
should determine what benefits would be avail- 
able should a need arise while he is away from 
his home area. 

Many people travel extensively in the 
course of their employment and others travel 
during vacations and holidays. Medical emer- 
gencies may make it difficult or impossible to 
get to a designated physician or hospital. 

Although most plans which normally limit 
choice of physician or hospital make some pro- 
vision for benefit payment under such circum- 
stances, this information should be known and 
understood in advance. 

By keeping these points in mind, you should 
be able to make a wise selection of health cov- 
erages that will best suit your own and your 
family’s needs. If you have any further ques- 
tions regarding specific policies and coverages, 
consult with your insurance counselor, your 
local Blue Shield and Blue Cross representa- 
tive, or some other source in which you have 
confidence. 


Public Care Facilities 


There will always be some families which 
are temporarily or permanently unable to care 
for costs of prolonged or serious illness involv- 
ing heavy expense. There is no reason why any 
such family should suffer, or any patient remain 
uncared for, by reason of inability to pay. Pro- 
visions exist in every community for the care of 
such patients. The principal channels through 
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which such care can be procured are: 

© Veterans’ hospital facilities available to 
veterans of all wars. 

© Public hospitals operated by cities or 
counties for the care of the needy. 

© Free beds in most private hospitals, with 
medical care either by the patient’s own doctor 
or by the hospital staff. 

© Medical care for the needy and medically 
needy through state programs for the aged, 
blind, disabled, and families or through the 
Medical Assistance (Medicaid) programs. 

© Medical assistance provided under private 
auspices such as lodges, unions, and denomina- 
tional groups. 

The medical profession has always guaran- 
teed care for those unable to pay without 
charge or obligation, and will continue to do so. 
The hospital and other out-of-pocket expenses 
must be provided from other sources as here 
indicated. 

There is no shame attached to poverty; it is 
a misfortune which might happen to anyone, 
even to those presently in good financial 
“health.” Sick persons should not be allowed to 
go without medical care because of reluctance 
to ask for aid. 

The sources of information about where 
medical assistance can be had in a given com- 
munity include the local medical society; social 
service agencies such as welfare organizations, 
community chest or fund; hospitals and volun- 
tary health agencies. 

A family that has a family doctor can rely on 
him to bring all available resources into play as 
they are required. ; 
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CHAPTER ONE 


EMERGENCY MEDICAL IDENTIFICATION 


WHEN ONE SUFFERS an injury or sudden ill- 
ness, those who offer medical help should know 
about any health problems that need special 
consideration. But how can this be done? By a 
medical identification card and a signal device 
bearing the universal symbol of medical identi- 
fication. With these, a person who is uncon- 
scious or for some other reason cannot make 
known his needs, still can tell whoever helps 
him that his safety depends on their doing or 
not doing certain specific things. 

The special kinds of care a person may need 
when he becomes ill or injured and which can 
be made known by signal or identification de- 
vices, can be illustrated by a few examples. 
Some diabetics who have been in an accident 
or have developed diabetic coma have gone for 
long periods without the essential insulin be- 
cause no one knew about their need. Another 
problem of the diabetic is insulin shock. This 
condition, the result of an overdose of insulin, 
makes a person appear to be intoxicated and is 
as dangerous for a diabetic as not getting 
enough insulin. In both cases, a signal device 
bearing the emergency medical identification 
symbol and the word “diabetic” would start 
action in the right direction. 

A fair proportion of the people who have 
had a coronary heart attack take drugs that 
prevent the blood from clotting as a way to 
avoid further coronary occlusion. If they are 
cut or internally injured in an accident, they 
may bleed profusely unless drugs are given to 
help the blood clot. Words on a signal device 
such as “taking anticoagulants” with more spe- 
cific detail on an identification card would 
speed treatment to stop such bleeding. 

Tetanus antitoxin is the usual preventive 
treatment for wounds that might harbor teta- 
nus bacilli. It contains horse serum, and some 
people are violently allergic to horse serum. To 
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be sure that they receive no horse serum in an 
emergency, they should wear a signal device 
saying “allergic to horse serum” or otherwise 
indicate that antitoxin is to them a serious haz- 
ard. Ideally, active immunization against teta- 
nus would permit a booster dose of toxoid, 
rather than tetanus antitoxin, to be given at the 
time of injury. Every person’s identification 
card should list the date of his original tetanus 
immunization and the most recent booster. 

Inability to speak clearly, or at all, can be a 
problem. Those who speak no English should 
note the language they understand. Persons 
with aphasia—the inability to speak—and the 
deaf or hard of hearing need some recognition 
of their problem during an emergency. 

These few examples illustrate the basic idea 
—a person who could be harmed by what 
would normally be done, or not done during 
emergency care, should use this simple and ef- 
fective way to let others know his needs at a 
time when he can’t tell about them himself. 

Over the years several national health orga- 
nizations have designed cards for purse oF 
pocket which inform first aiders that the bearer 
is a diabetic, is taking anticoagulants, is an 
epileptic, or has some other condition in which 
the organization is interested. A score of manu- 
facturers make and distribute metal or plastic 
signal devices to alert first aiders to the needs 
of the wearer. At least three organizations have 
programs by which information on their mem- 
bers’ needs can be made available by telephone 
in emergencies. But these are all isolated un- 
related activities. 


Universal Symbol 


In an attempt to unify these many efforts, the 
American Medical Association held a confer- 
ence in April, 1961 at which representatives 
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of many interested organizations discussed 
ways to identify a person’s medical needs in an 
emergency. Later, a symbol was designed by 
the American Medical Association and offered 
to all who publish cards or make signal devices. 
This AMA symbol now has become the uni- 
versal symbol of emergency medical identifica- 
tion. Wherever it is seen, it means that in con- 
junction with it or on the person wearing it is 
information important to that person’s health 
in an emergency. 

The symbol consists of the star of life—a 
six-pointed asterisk type of device—on which 
appears the snake-entwined staff of Aescula- 
pius—the mythical Roman god of medicine 
and healing—taken from the seal of the Ameri- 
can Medical Association. The whole is framed 
in a hexagon. 

The techniques of emergency medical iden- 
tification are also helpful in keeping track of 
the very young and the very old. Children not 
yet old enough to know their name, address, 
and phone number often wander from home 
and become lost when they go shopping with 
mother or become separated in a crowd. A 
metal or plastic tag worn about the neck or 
wrist and carrying a phone number, an address, 
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and a name would make it easy for these lost 
youngsters to be reunited with their family. 

Oldsters, too, become lost. Many have peri- 
odic lapses of memory, or become confused 
and are not sure where home is or how to get 
there. A similar device with address, phone 
number, and name could save many worrisome 
hours. 

The AMA’s Committee on Emergency Med- 
ical Identification has recommended that 
everyone carry an identification card whether 
he has a health problem or not. The fact that 
a person has no health problems is in itself 
valuable information to the physician in the 
emergency room of a hospital. A card that 
could be used by everyone has been designed 
by the AMA and is being widely distributed. 

This AMA committee has further recom- 
mended that in addition to a card, the young 


MEDICAL INFORMATION 


(with date of notation) 
Present Medical Problems 


Medicines Taken Regularly. 


Dangerous Allergies 


Other Important Information 


Last Immunization Date 

Tetanus Toxoid 

Diphtheria 

SSS pineal fp co ee oe ee  L eee 

Measles (live) ——————— Others See as 
REMEMBER: This is the minimum medical and personal information neede 
who help you in an emergency. It is not designed to be a complete medic | record. 


Check its accuracy with your doctor. 


Why You Should Carry Emergency Medical Identification 


An emergency medical identification card is your protection in 
emergency. If you are not able to tell your medical story after an ac 
dent or sudden illness, the information entered on this card can save 
your life. ea 


You may have health problems which can affect your recovery from 
an emergency. You may have a problem which is no emergency but 
often is treated as one, such as epilepsy. Even if you do not have a 
health problem, the information on this card can be of valuable assist- 
ance to the first aid attendant. 


Why You Should Wear an Emergency Medical Signal Device 


In an emergency, you may be separated from your pocket card. 
Possibly you are one who has a medical problem so critical that it must 
be immediately known to those who help you. If so, a signal device of 
durable material should be worn around your neck, wrist, or ankle 
in such a way that it can be present at all times—even while swimming. 


The device should be fastened to the person wearing it with a strong 
nonelastic cord or chain so designed that it does not become an acci- 
dent hazard in itself. 


On this device there should be: 

* The universal symbol of emergency medical identification 

« The name of your major health problem 

. For children and the aging, the name and address of a responsible 
relative and a telephone number, including area code 


Carry Your Card and Wear Your Signal Device at All Times! 


EMERGENCY MEDICAL IDENTIFICATION 
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These pendants and bracelets, marked with AMA signaling device, give emergency medical information. 


and the old and all who have significant health 
problems should wear a durable signal device 
bearing the information their individual cir- 
cumstances suggest. 

Unfortunately, it is difficult to convince 
many of the need for wearing a signal device. 
When they are persuaded, it may be equally 
difficult to put them in touch with sources of 
supply. Even when a device has been pur- 
chased, it may not be worn at all times. This is 
especially true of women who may find their 
necklace or bracelet unattractive. 

Occasionally a person who should wear a 
signal device does not wish to be identified as 
having a problem. In some cases, such iden- 
tification might interfere with employment. 
Epileptics are torn between the need for iden- 
tification during a seizure to avoid unnecessary 
hospitalization, and the fear of labeling which 


could affect both their social and occupational 
acceptance. 

A problem peculiar to children is their love 
of exchange. In typical Tom Sawyer fashion, 
they will swap the contents of their pockets for 
the treasures in someone else’s. A signal device 
is good trading material. Unfortunately, this 
can mean that a tag saying “Joe Smith is a dia- 
betic” may end up around Bob Brown’s neck, 
and Joe Smith may have a tag with someone 
else’s name and affliction on it. Children who 
wear signal devices or carry cards should be 
given sound instruction about their purpose 
and checked daily or oftener.* 

In spite of these complications, the safety of 
a large portion of our population will be im- 
proved when everyone carries an identification 
card and the wearing of a signal device 
becomes accepted. s 


CHAPTER Two 


EMERGENCY FIRST AID 


THE DIRECTIONS that follow represent sim- 
ple, concise recommendations for first aid in 
common emergencies. They supplement but do 
not replace instruction in first aid techniques. 
Every person should receive basic first aid 
instruction if possible. Knowing what to do and 
what not to do in an emergency can help to 
avoid further injury, ease pain, and possibly 
prevent disability and death. First aid can be a 
lifesaving skill. 

First aid is the immediate and temporary 
care given the victim of an accident or sudden 
illness until the services of a physician can be 
obtained. The first objective is to save life. With 
this in mind, the first aider must try to prevent 
heavy loss of blood, maintain breathing, pre- 
vent further injury, and prevent shock. The 
first aider must also communicate with a phy- 
sician, avoid panic, inspire confidence, and do 
no more than is necessary until professional 
help arrives. 

Common sense and a few simple rules are 
the keys to effective first aid. 


Preventing Bleeding 


Heavy bleeding comes from wounds to one 
or more large blood vessels. Such loss of blood 


can kill the victim within a few minutes, Don’t 
waste time. Use pressure directly over the 
wound. 

@ Place pad—clean handkerchief, clean 
cloth, ete.—over the wound and press firmly 
with your hand or both hands. If you haven’t 
a pad or bandage, close the wound with your 
hand or fingers. 

© Apply pressure directly over the wound. 

© Hold the pad firmly in place with a strong 
bandage. Raise the bleeding part higher than 
the rest of the body unless bones are broken. 

@ Keep the victim lying down. 

@ Call a physician. 

At this point look to the needs of other ac- 
cident victims, if any. Try to control bleeding 
and maintain breathing for as many of the vic- 
tims as possible. Then go back to the victim 
whose bleeding has been controlled and do the 
following: 

© Keep the victim warm. Cover with blan- 
kets, coat, etc., and put something under him 
if he is on a cold or damp surface. A limb bear- 
ing a tourniquet should not be kept warm. 

© If the victim is conscious and can swallow, 
give him plenty of liquids to drink. 

© Do not give the victim alcoholic drinks. 

@ If the victim is unconscious or if abdomi- 
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nal injury is suspected, do not give him fluids. 

A tourniquet should not be used to control 
bleeding except for an amputated, mangled, or 
crushed arm or leg. Use only a strong, wide 
piece of cloth. Never use wire, rope, twine, or 
other narrow material. Wrap the tourniquet 
around the upper part of the limb above the 
wound. Tie a half-knot; place a short stick on 
the half-knot; tie a full knot over the stick; 
twist the stick just tight enough to stop bleed- 
ing. Mark the letters “TK” and the time on the 
victim’s forehead with crayon, pencil, soot, or 
other substance. Do not cover the tourniquet. 
Loosen the tourniquet for a few seconds every 
15 minutes. 


Maintaining Breathing 


When breathing movements stop, or lips, 
tongue, and fingernails become blue, there is 
need for help in breathing. When in doubt, be- 
gin artificial respiration. No harm can result 
from its use and delay may cost the victim his 
life. Start immediately, for seconds count. 
Check the mouth and throat for obstructions, 
place the victim in position, and begin artificial 
respiration. Maintain a steady rhythm of 15 
breaths per minute. Remain in position. After 
the victims revives, be ready to resume artificial 
respiration if necessary. Call a physician. Do 
not move the victim unless absolutely neces- 


sary to remove him from danger. Do not wait. 
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or look for help, and do not stop to loosen 
clothing or warm the victim. Don’t give up. 

Directions for the mouth-to-mouth breath- 
ing method of artificial respiration follow: 

è Place victim on his back, face up. 

@ Place one of your hands behind his neck 
and the other on his forehead, then lift the neck 
so that the head tilts backward. 

© Maintain the head in this position so that 
the tongue does not fall back to block the air 
passage. 

@ Take a deep breath and place your mouth 
over the victim’s nose or mouth, making a seal. 

e With adults, pinch the victim’s nose shut. 

è Blow your breath into the victim’s mouth 
or nose until you see the chest rise. The air you 
blow into the victim’s lungs has enough oxygen 
to save his life. 

e Remove your mouth and let the victim ex- 
hale while you take another deep breath. 

e As soon as you hear the victim breathe 
out, replace your mouth over his mouth or nose 
and repeat the procedure. 

e Avoid introducing an excessive amount of 
air into the lungs of infants and small children. 

© Repeat 15 times per minute. 

For mouth-to-nose breathing, make a leak- 
proof seal by holding the victim’s lips closed 
with your thumb. Be sure your lips do not 
close the victim’s nostrils. In mouth-to-mouth 
breathing, seal your lips around the victim’s 
mouth. Pinch his nostrils closed with your 


Mouth-to-mouth breathing for infants and small children, as shown, should be repeated 15 times per minute. 
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Manual method of artificial respiration, shown above, should also be maintained at 15-per-minute rate. 


thumb and finger. 

Poisonous gases in the air or lack of oxygen 
can stop breathing. If this happens, move the 
victim to fresh air and begin mouth-to-mouth 
breathing. Control the source of poisonous 
gases if possible. Keep others away from the 
area, and do not enter the area yourself without 
respiratory protection unless rescue can be ac- 
complished during one holding of the breath. 
Don’t enter the area alone. 

In cases of drowning, begin mouth-to-mouth 
breathing as soon as possible. It can be started 
as soon as the rescuer in a boat reaches the vic- 
tim or as soon as the rescuer in water has car- 
ried the victim to shallow water. In case of 
suffocation by plastic bag, tear or remove the 
plastic bag and begin mouth-to-mouth breath- 
ing immediately. 

In electric shock, do not touch the victim un- 
til he is separated from the current. Do not try 
to remove a person from an out-of-doors wire 
unless you have had special training for this 
type of rescue work. Begin mouth-to-mouth 
breathing as soon as the victim is free of con- 
tact with the current. 

If poisoning from sedatives or chemicals halts 
breathing, begin mouth-to-mouth breathing 
immediately. If constriction from a cave-in 
interferes with breathing, begin forceful mouth- 
to-mouth breathing while efforts are being 
made to free the upper body. 

Foreign bodies in the air passage can cause 
choking. If this happens to an infant, hold the 
baby by his ankles, letting the head hang 


straight down. Open the baby’s mouth, pull 
his tongue forward, and let the obstruction fall 
out. Begin mouth-to-mouth breathing if the 
infant still has difficulty breathing. 

If the choking victim is a small child, hold 
the child, head down, over your arm or leg. 
Clear his throat quickly with your fingers and 
pull. the tongue forward. Begin mouth-to- 
mouth breathing if the child still has difficulty 
breathing. \ 

For an adult who is choking on a foreign 
body, place the victim on his side so that the 
head is lower than the trunk, or have the victim 
lean over the back of a chair. Clear the victim’s 
throat with your fingers and pull the tongue 
forward. Begin mouth-to-mouth breathing if 
he still has difficulty breathing. 


Shock 


Shock usually accompanies severe injury Or 
emotional upset. It may also follow infection, 
pain, disturbance of circulation from bleeding, 
stroke, heart attack, heat exhaustion, food or 
chemical poisoning, extensive burns, etc. Signs 
of shock are cold and clammy skin with beads 
of perspiration on the forehead and palms of 
hands; pale face; complaint by the victim of a 
chilled feeling, or even shaking chills; fre- 
quently nausea or vomiting; shallow breathing. 

To save life by preventing or overcoming 
shock: 

© Correct cause of shock if possible (for 
example control bleeding). 
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e Keep victim lying down. 

e Keep his airway open. If he vomits, turn 
his head to the side. 

è Elevate the victim’s legs if there are no 
broken bones. Keep his head lower than the 
trunk of the body if possible. 

e Keep the victim warm if the weather is 
cold or damp. 

© Give fluids (water, tea, coffee, etc.) if the 
victim is able to swallow. The following for- 
mula can be used if available: 1 quart water, 
1 teaspoon salt, 1⁄ teaspoon baking soda (so- 
dium bicarbonate). 

© Never give alcoholic beverages. Do not 
give fluids to unconscious or semiconscious 
persons, and do not give fluids if abdominal 
injury is suspected. 

© Reassure victim. 

e The lessening of the effects of shock 
should be considered with every injury and 
illness discussed in this series. 


Poisoning 


Poisoning may be suspected when children, 
or even adults, are unconscious, confused, or 
suddenly ill when access to poisons is possible. 
In some cases an odor characteristic of the 
poison may be on the breath, or the mouth and 
hands may show burns or stains from the chem- 
ical, drug or plant involved. 

Household poisons can be divided into those 
commonly found in the bedroom and bath- 
room, and those found in the laundry, kitchen, 
garage, and shop. Aspirin is the first suspect in 
the first group which includes virtually all medi- 
cines—pills, capsules, liquids, sprays, oint- 
ments and “drops,” both prescriptions and 
those bought over-the-counter. Shampoo is the 
most common cosmetic poisoner. In the 
kitchen and shop areas are found paints, furni- 
ture polish, petroleum products, lye, caustic 
drain cleaners, ammonia and toilet bowl clean- 
ers. Often garden chemicals, fertilizers, insecti- 
cides and weed killers may be involved. 

Call your physician, or have someone else 
call him. Tell him what you suspect from the 
appearance of the victim and the containers in 
evidence. If you have activated charcoal or 
syrup of ipecac in your first aid kit, ask your 
doctor if he wants you to use them. 

DO NOT INDUCE VOMITING—if the 
patient is unconscious or in convulsions or has 
swallowed a petroleum product such as kero- 
sene, gasoline, lighter fluid, any oily substance 
or a corrosive chemical. 
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Corrosive chemicals such as toilet bowl 
cleaners, acids, iodine, silver nitrate, lye, drain 
cleaners, washing soda and ammonia are 
treated, if the patient can swallow, by large 
doses of water or milk to dilute the poison—to 
two cups for children, one to five years old, and 
up to one quart for patients five years of age or 
older. 

Noncorrosive substances are treated by dilu- 
tion with milk or warm water and induction of 
vomiting. This may be done with one half ounce 
of syrup of ipecac or gagging with the blunt end 
of a spoon or your finger at the back of the 
patient’s throat. When vomiting begins, place 
patient face down with head lower than hips 
to prevent vomitus from entering lungs. 

Save and give to the physician or hospital the 
poison container with its intact label and any 
remaining contents. If the poison is unknown, 
bring along the vomitus for examination. 


Poison Prevention 


Obviously, it is much wiser to prevent poi- 
soning than to treat it. Some suggestions for 
household safety are: 

Keep all drugs, poisonous substances, and 
household chemicals well beyond the reach of 
children. 

Do not leave discarded medicines where 
children or pets might get at them. 

Do not store nonedible products on shelves 
used for storing food. 

Never tell your children that you are giving 
them candy when you are actually giving them 
medicines. 

Never give or take medicines in the dark. 

Read labels before using chemical products. 

Do not keep unneeded or unlabeled drugs 
and chemicals in the home. 

Never re-use containers of household or 
other chemical substances. 

Do not transfer poisonous substances to un- 
labeled containers. 

In dealing with inhaled poisons, carry or 
drag the victim (do not let him walk) to fresh 
air immediately. Apply artificial respiration if 
breathing has stopped or is irregular. Call a 
physician. Keep victim warm and as quiet as 
possible. If the victim is having convulsions, 
keep him in bed in a semidark room. Avoid 
jarring or noise. Never give alcohol in any 
form. Do not become a victim yourself by ex- 
posure to the same poison. If skin contamina- 
tion from poison occurs, drench the skin with 
water (shower, hose, faucet) and apply a 
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For poisonous insect and reptile bites, a constricting bandage should be applied but loosened every 15 minutes. 


stream of water on the skin while removing the 
clothing. Cleanse the skin thoroughly with 
water. Speed in washing is most important in 
reducing extent of injury. 

In cases of eye contamination (foreign ma- 
terial in eye), immediately hold eyelids open 
and wash eyes with gentle stream of running 
water. Delay of even a few seconds greatly in- 
creases extent of injury. Continue washing un- 
til the physician comes. Do not use boric acid 
or any other chemicals; they may increase the 
extent of the injury. 


Poisonous Bites 


In treating snake, scorpion, and black widow 
spider bites (injected poisons), make the vic- 
tim lie down as soon as possible, and apply a 
constricting bandage around the arm or leg 
above the bite, if it is on an arm or leg. Use a 
strong, wide piece of cloth. Wrap the bandage 
around the limb and tie a half-knot; place a 
short stick on the half-knot; tie a full knot over 
the stick; twist the stick. The pulse in blood 
vessels below the bandage should not disap- 
pear, as it does when a tourniquet is used, nor 
should the bandage produce a throbbing sensa- 
tion. Loosen the bandage for a few seconds 
every 15 minutes. Apply an ice pack over the 


bite if possible. Carry the victim to a physician 
or hospital. Do not let the victim walk, do not 
give alcohol in any form, and do not use wire, 
rope, twine, or other narrow material for the 
bandage. Don’t cover the bandage. 


Burns 


Burns can result from heat (thermal burn) 
or from chemicals (chemical burn). Every 
burn, even sunburn, can be complicated by 
shock and the patient should be treated for 
shock. Prevent shock, prevent contamination, 
control pain—these are the objectives of first 
aid for burns. r 

The amount of the body burned is the guide 
for action. Even skilled physicians find it diffi- 
cult to evaluate the depth of a burn immedi- 
ately, but it is possible to estimate quickly the 
amount of body surface burned to determine 
action. If the burn covers all of one leg, all of 
one arm and the head, front of the trunk, or 
back of the trunk, each means about 18 per 
cent of the body surface is burned. A person 
with 25 per cent of his body surface burned can 
develop “burn shock” and may die unless he 
receives first aid. In burn shock the liquid part 
of the blood is sent by the body into the burned 
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areas. There may not be enough blood volume 
left to keep the brain, heart, and other organs 
functioning normally. 

In cases of extensive heat burn: 

@ Place the cleanest available cloth material 
over all burned areas to exclude air. 

e Have victim lie down. 

e Call physician. Keep victim lying down 
until physician comes. 

e Place victim’s head and chest a little lower 
than the rest of the body. 

© If the victim is conscious and can swallow, 
give him plenty of non-alcoholic liquids to 
drink. 

In treating small heat burns, soak a sterile 
gauze pad or clean cloth in a solution of two 
tablespoons baking soda (sodium bicarbonate) 
to a quart of lukewarm water. Place the pad 
over the burn and bandage loosely. Do not dis- 
turb or open blisters. Small heat burns, par- 
ticularly of an extremity such as a finger or 
hand, should be immediately immersed in tap 
water, and ice added repeatedly to keep the 
water near the temperature of the ice. From 
time to time lift the part from the water. If pain 
returns, the immersion should continue. After 
at least an hour and sometimes not till after two 
hours of immersion the pain does not reappear. 
Then a dressing may be applied if there is evi- 
dence of tissue injury. 

All burns, except where the skin is reddened 
in only a small area, should be seen by a 
physician. 

For chemical burns: 

© Immediately flush with water. Speed in 
washing is most important in reducing the ex- 
tent of injury. 

© Apply stream of water while removing 
clothing. 

e Place the cleanest available material over 
the burned area. 

© If the burned area is extensive, have the 
victim lie down. Keep him down unless a phy- 
sician advises otherwise. Place his head and 
chest a little lower than the rest of his body 
(raise legs if possible). If he is conscious and 
can swallow, give him plenty of non-alcoholic 
liquids to drink. 

e All burns, except where the skin is red- 
dened in only a small area, should be seen by a 
physician or nurse. 

© Burns from chemicals used in certain 
technical procedures may require different first 
aid techniques. These techniques should be in- 
vestigated in advance of need by anyone work- 
ing in such areas. 
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Head Injuries 


Consider anyone found unconscious to have 
a possible head injury. This is particularly true 
for the unconscious person who smells of li- 
quor. Call a physician immediately. Head in- 
juries require prompt medical attention. Keep 
the victim lying down. It is better to keep him 
lying on his side so that his tongue does not fall 
back into the air passage and so that the airway 
can be drained of blood, vomitus, and/or other 
fluids. The neck should be arched by tilting the 
head back. Keep the victim warm if weather is 
cold or damp. Control bleeding from a head 
wound by applying a pressure dressing. Use 
common sense in regard to using pressure over 
a possible skull fracture. Do not move the head 
or any part of the body if there is bleeding from 
the nose, mouth, or ears. Do not move the vic- 
tim unless absolutely necessary until profes- 
sional help arrives. Do not give the victim any- 
thing by mouth. 

Look for emergency medical identification 
around the victim’s neck or wrist that could 
suggest a cause for unconsciousness. Keep the 
victim lying down if he regains consciousness. 

An epileptic seizure (convulsion) is not a 
medical emergency. The seizure usually ends 
by itself after a few minutes. If the seizure 
should last longer than 15 minutes, however, 
call a physician. Do not restrain an epileptic 
during a seizure. Do not slap or douse with 
water; do not place a finger or hard object be- 
tween the teeth. Remove objects that might 
injure the patient. 


Bone and Joint Injuries 


If there is injury to the spine or neck, do not 
move victim or allow him to be moved until 
proper stretchers are available. The head 
should not be allowed to tilt sideward or for- 
ward but should be kept extended if neck frac- 
ture is suspected. A physician should supervise 
moving the victim if possible. Call a physician 
immediately. Keep the victim warm and quiet. 
Dispel crowds of onlookers. Watch the victim’s 
breathing and be prepared to start mouth-to- 
mouth breathing, but do not move the head. 

First aid for broken bones should not extend 
beyond preventing further injury. There are 
two types of fractures: 

1. Closed, when the bone is broken but the 
skin has not been punctured. 

2. Open or compound, when the skin is 
broken as well as the bone. 
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Fracture should be suspected if the part does 
not have a normal appearance or function. Do 
not move the injured person until the suspected 
fracture site has been splinted unless the victim 
is in imminent danger. Call a physician. 

For a closed fracture, place the limb in as 
natural a position as possible without causing 
discomfort to the victim. Apply splints. They 
must be long enough to extend well beyond the 
joints above and below fracture. Any firm 
material can be used: board, pole, metal rod, 
or even a thick magazine or thick folded news- 
paper. Use clothing or other soft material to 
pad splints to prevent skin injury. Fasten 
splints with bandages or cloth at minimum of 
three sites: below joint below break; above 
joint above break; and at level of break. 
Bind broken bones in the hand or foot with a 
pillow or blanket bound around the limb. 

For an open fracture, apply a pressure dres- 
sing to control bleeding. Place a pad—clean 
handkerchief, clean cloth, etc.—over the 
wound and press firmly with your hand or both 
hands. If you haven’t a pad or bandage, close 
the wound with your hand or fingers. Apply 
pressure directly over the wound. Hold the 
pad firmly in place with a strong bandage— 
neckties, cloth strips, etc. Keep the victim lying 
down, and call a physician; apply splints as 
outlined in procedure for closed fractures with- 
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out trying to straighten the limb or return it to 
a natural position. 

Treat dislocations as closed fractures. Place 
arm in sling for shoulder dislocation. Be sure 
that the opposite shoulder supports the weight 
of the arm. 

Apply the same care for sprains and strains 
as for fractures if there is any doubt that the 
injury is really only a sprain or strain. Place the 
injured part at rest, and elevate the part if pos- 
sible. Apply cold compresses or an ice pack for 
several hours. Consult a physician. Do not ap- 
ply heat in any form for at least 24 hours. Heat 
will increase swelling and pain. 


Cuts and Bruises 


In the home care of minor wounds, it is most 
important to prevent infection. Never put your 
mouth over a wound. The mouth harbors 
germs that could infect it. Do not breathe on 
the wound either. 

Do not allow fingers, used handkerchiefs, 
or other soiled material to touch the wound. Do 
not use an antiseptic on the wound. Immedi- 
ately cleanse wound and surrounding skin with 
soap and warm water. 

Hold a sterile pad firmly over the wound un- 
til the bleeding stops. If the pad becomes 
bloody, add more absorbent pads and bandage 


Splints, slings, and wrappings shown should be applied to closed fractures without causing undue discomfort. 
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loosely with a triangular or roller bandage. 
These should be removed by the physician who 
treats the wound. 

In gaping abdominal wounds, first call a 
physician. Follow the next steps only if pro- 
fessional treatment is not available. Cover the 
wound with a damp dressing. Hold the dressing 
firmly in place with a bandage. The object is to 
control bleeding with a pressure dressing. The 
bandage should be firm, but not tight. 

In deep chest wounds, it is important to pre- 
vent air from passing through the wound. The 
lung will collapse unless this is done. Place a 
gauze or cloth pad over the wound. Hold the 
pad in place with firm pressure. A belt drawn 
snugly around the chest should be effective in 
holding the wound closed. The band around the 
chest should not unduly restrict breathing. 


When a Doctor Should See a Wound 


Knowing when to see a physician is most 
important in first aid. See a physician if: 

® There is spurting bleeding (this is an 
emergency). 3 

@ Slow bleeding continues beyond 4 to 10 
minutes. 

© There is foreign material in the wound 
that does not wash out easily. 

@ The wound is a deep puncture wound. 


In cases of severe exhaustion, 
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@ The wound is long or wide and thus may 
require stitches. 

© A nerve or tendon may be cut (particu- 
larly in hand wounds). 

© The wound is on the face or wherever else 
a noticeable scar would be undesirable. 

© The wound is of a type that cannot be 
completely cleansed. 

@ The wound has been in contact with soil 
or manure. 

e The wound is an animal or human bite. 

@ At the first sign of infection (pain, red- 
dened area around wound, swelling). 

Unexpected reactions to heat, cold, insect 
bites, and stings, or food and plant allergies 
such as poison ivy—all these can present ser- 
ious problems. 


Heat Exhaustion 


Heat exhaustion is a not uncommon occur- 
rence. Its symptoms are pale and clammy skin, 
rapid and weak pulse, and complaints by the 
victim of weakness, headache, or nausea. The 
victim may have cramps in abdomen or limbs. 

In giving first aid for heat exhaustion, have 
the victim lie down with his head level to or 
lower than his body. Move the victim to a cool 
place but protect him from chilling. Give the 
victim salt water (1 teaspoon of salt to 1 quart 


have the victim lie down with his head level to or lower than his body (as shown). 
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of water) to drink if he is conscious. Call a 
physician. 


Heat Stroke 


Heat stroke is completely different from 
heat exhaustion. Its symptoms are a flushed 
and hot skin and a rapid and strong pulse. The 
victim is often unconscious. 

In cases of heat stroke, call a physician. Then 
cool the body by sponging it with cold water 
and by cold applications. If the victim is fully 
conscious and can swallow, give him salt water 
(1 teaspoon of salt and 1 quart of water). Do 
not give alcohol in any form. 


Frostbite 


The symptoms of frostbite are a pink skin 
just before frostbite develops which changes to 
white or greyish-yellow as frostbite develops. 
The initial pain quickly subsides and the victim 
feels cold and numb. He usually is not aware of 
frostbite. 

In giving first aid for frostbite, cover the 
frostbitten part with a warm hand or woolen 
material. If fingers or hand are frostbitten, have 
victim hold his hand in his armpit, next to 
his body. Bring the victim inside as soon as pos- 
sible. 

Place the frostbitten part in warm water. 
(105° to 107° F.) Gently wrap the part in 
blankets if warm water is not available or is 
impractical to use. Let circulation re-establish 
itself naturally. 

When the part is warmed, encourage the vic- 
tim to exercise fingers and toes, if they are in- 
volved. Give the victim a warm, nonalcoholic 
drink. 

Do not rub frostbitten parts with snow or ice. 
Rubbing frostbitten tissues increases the risk of 
gangrene. Do not use hot water, hot water bot- 
tles, or heat lamps over the frostbitten area. 


Insect Stings 


Persons who have experienced severe and/ 
or generalized allergic reactions from previous 
insect stings should receive desensitization 
treatment from a physician. An insect sting 
can endanger the life of a sensitized person. 

To treat a sting, apply a constricting bandage 
(not a tourniquet) to the arm or leg above the 
sting. Use a strong, wide piece of cloth. Wrap 
the cloth around the limb just above the sting. 
Tie a half-knot; place a short stick on the half- 
knot; tie a full knot over the stick; twist the 


WHEN You NEED A DOCTOR 


stick. A pulse should be present below the ban- 
dage, and the bandage should not produce a 
throbbing sensation. Loosen the bandage for a 
few seconds every 15 minutes. Apply an ice 
pack or cold cloths to area; remove stinger with 
tweezers; seek medical attention as soon as 
possible. 

Poison ivy (and other plant poisoning) 
should be suspected after known or possible 
contact with poison ivy, oak, or sumac; itching, 
redness, or blisters on the skin are early signs. 
In giving first aid for plant poisoning, cut cloth- 
ing from the exposed area so that contamina- 
ted clothing is not dragged across unexposed 
areas of the body; wash the exposed area 
thoroughly with mild soap and water. Repeat 
lathering and rinsing several times; sponge rub- 
bing alcohol gently over the area; if blisters 
occur on the skin, see a physician. 


Mental Disturbances 


Mental disturbances call for a different type 
of emergency assistance than physical injuries. 
Here are some suggestions: 

Call a physician or relative of the disturbed 
person immediately. If the person is in danger 
of harming himself or others and a physician 
or relative is not available, call a policeman. 

Treat the person with respect, however he 
reacts to you. Divert the person’s attention 
from anything that might be harmful to him or 
others; for example, try to shift his thinking 
from destructive to protective acts, from an- 
tagonism to cooperation. Be patient, kind, and 
reassuring. Be firm in your attitude toward the 
person. 

Restrain the person physically only if he 
seems likely to injure himself or others. Do not 
argue with the disturbed person. Do not as- 
sume a harsh, authoritative role with him. Do 
not physically hold the person unless he seems 
likely to injure himself or others. 


Childbirth 


„Childbirth is a natural and normal act. There 
are only a few things to remember if you are in 
the emergency situation of helping a mother 
deliver her baby. 

© Let nature take its course. Be patient. 
Wait for the baby to be delivered. 

@ Wash your hands. Keep your hands and 
surroundings as clean as possible. 

© During the birth process, only support, do 
not pull the emerging baby. 
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@ When the baby has been delivered, put the 
baby on the mother’s abdomen, his head 
slightly lowered. Cover the baby to keep him 
warm. 

e If the baby is not breathing, gently use 
mouth-to-mouth breathing. 

© Keep the baby on the mother’s abdomen 
until the afterbirth has been expelled. 

@ Gently massage the mother’s abdomen to 
help uterus contract. 

è Boil or clean scissors with alcohol. Tie a 
clean tape or cloth in a square knot around the 
umbilical cord about four inches from the baby 
to stop circulation in the cord. Tie a second 
tape around the cord six to eight inches from 
the baby (two to four inches between the 
knots). Cut the cord between the two tapes 
with clean scissors. 

© Keep both baby and mother warm. Keep 
people away from baby and mother. Handle 
the baby gently and as little as possible. Notify 
the mother’s physician. 

@ Keep hands and tools out of the birth 
canal. Do not hurry birth. Do not interfere with 
birth. Do not hurry to cut the cord. Wait until 
afterbirth has been expelled. 

è Do not wash white material off the baby. 
It protects the skin. Do nothing to eyes, ears, 
nose, or mouth. 


Moving Injured Persons 


Do not move an injured person before a 
physician or experienced ambulance crew ar- 
rives unless there is a real danger of his receiv- 
ing further injury by being left at the accident 
site. If possible, control bleeding, maintain 
breathing, and splint all suspected fractures 
sites before moving. If it is necessary to pull the 
victim to a safe place, pull him head first or feet 
first, not sideways. Be sure the head is pro- 
protected at all times. 

If he must be lifted before a check for 
injuries can be made, every part of the body 
should be supported. The body should be kept 
in a straight line and should not be bent. 

In carrying the injured person to an area 
where a stretcher can be manipulated, use 
either the one, two, or three-man carry method, 
depending on the type and severity of the in- 
jury, the available help, and the physical sur- 
roundings (stairs, walls, narrow passages, etc.). 
The one and two-man carry systems are ideal 
for transporting a person who is unconscious 
from asphyxiation or drowning, but are un- 
suited for carrying a person suspected of hav- 
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ing fractures or other severe injuries. In these 
cases always use the three-man carry method. 

An effective stretcher can be made by but- 
toning two shirts or a coat over two sturdy 
branches, or by wrapping a blanket in thirds 
about the branches or poles. If the victim must 
be moved, a stretcher is the best means for 
transportation. 


Nuclear War Injuries 


Most injuries sustained in nuclear warfare 
would be the same as those already discussed: 
heavy bleeding, burns, fractures, and shock. 
First aid techniques would not change. Con- 
sideration for survival from radioactive fallout 
would be an added concern. 

Radioactive fallout is dangerous, but many 
scientists now believe that it will not cover the 
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world and kill everything. Proper shelter will 
greatly increase your chances of living and the 
longer you stay in a shelter, the safer you will 
be. Radioactive fallout decays rapidly. The first 
few hours are the most dangerous. People do 
not become radioactive from fallout. Radio- 
active dust can be washed off like dust or dirt. 
Clothing contaminated with fallout should be 
removed and discarded at once. 

The need for protection in a shelter is deter- 
mined by time, distance, and shielding. The 
longer you stay protected, the safer you will 
be. The center of a large building is safer than 
an outside room. The greater the mass of ma- 
terial you put between yourself and the source 
of radiation, the safer you will be. In contami- 
nated areas stay in a shelter for at least 12 
hours (or until the area is declared safe); tune 
in any channel on your AM radio dial for cor- 
rect information on the amount of radioactive 
fallout; wash off areas of the body that have 
been exposed to radioactive dust with soap and 
water; do not try to diagnose possible illness. 
If ill with nausea, headache, or vomiting, treat 
the symptoms. Remember that nervousness 
and apprehension produce similar feelings. 

Purify water when in doubt. Add one drop 
of household bleach to each quart of clear 
water, or add three drops to each quart of 
cloudy water. Let water stand 30 minutes 
before using. Use only food that has been pro- 
tected from fallout and disease. Wash it thor- 
oughly, peel carefully, or remove container 
carefully before eating food that may have 
come in contact with fallout. Cook food thor- 
oughly to kill germs; do not drink water from an 
unprotected source, do not throw away good 
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1. Sterile first aid 
dressing in sealed 
envelope 2 in. x 2 
in. (5 cm. x 5 cm.) 
for small wounds 


2. Sterile first aid 
dressing in sealed 
envelope 4 in. x 4 
in. (10cm. x 10 
cm.) for larger 
wounds and for 
compress to stop 
bleeding 


3. Roller bandage 
1 in. x5 yds. 


Box of 12 
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food, but do not eat rotten food. If food cannot 
be cleaned of all radioactivity, or if food may 
be contaminated by disease germs, do not eat 
it. It is better to go hungry than to eat contam- 
inated food. 

The most important thing to do is to learn 
survival techniques now. Contact your local 
civil defense authorities for more specific in- 
formation. 


First Aid Supplies 


The emergency first-aid supply items listed 
below can be wrapped in a moisture-proof 
covering and placed in an easily carried box. 
Quantities specified are for a family of four or 
less. The supplies can be kept on hand at home 
or carried on family outings. 

Useful also for family trips would be several 
jars of water and a stack of clean newspaper. 
In any emergency situation, clean newspapers 
are one of the best ground and surface covers. 
Spread newspapers under and around the 
victim to prevent contamination. 

When other first aid measures have been 
taken and as time allows, the first aider should 
note the following information: 

@ Identity of the victim. 

© Those persons the victim would like noti- 
fied (including clergy). 

© Circumstances of the injury or illness. 

e Any special first aid measures taken 
(mouth-to-mouth breathing, administration of 
fluids, application tourniquet, etc.) 

e Any disease or disability existing prior to 
the injury or illness (diabetes, heart trouble, 
allergies, etc.). 


QUANTITY 


Box of 12 


For open wounds 

or dry dressings 

for burns. These 

are packaged ster- 

ile. Do not try to 
. make your own. 


Finger bandage- 
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4. Roller bandage 
2 in. x 5 yds, 
(5 cm. x 5m.) 


5. Adhesive tape 


6. Large bath towels 


7. Small bath towels 


8. Bed sheets 


QUANTITY USE 


To hold dressings 
2 in place 


1 roll To hold dressings 
in place 
For bandages or 
dressings. Old soft 
towels and sheets 
are best. Cut in 
sizes necessary to 
cover wounds. 
Towels are burn 
dressings. Place 
over burns and 
fasten with trian- 
gular bandage or 
strips of sheet. 
Towels and sheets 
should be laun- 
dered, ironed, and 
packaged in heavy 
paper. Relaunder 
every 3 months. 


9. Triangular bandage 


42 in. x 42 in, 


(106 cm, x 106 cm.) 


square, cut, or 
folded diagonally, 
with 2 sai 


10. Mild soap 
11. Table salt 


12. Baking soda 


13. Paper drinking cups 
14. Flashlight 


15. Safety pins, 142 
in. (4 cm.) long 


i. Scissors with blunt 
ti 


19. Splints % in, 
thick, 3% in. wide, 
12 to 15 in. long (6 
mm. x 9 cm. x 30 
to 38 cm.) 


22. Tourniquet. Wide 
strip of cloth, 20 
in. (50 cm.) long 


23. Short stick 


24. Essential personal 
prescriptions 


ety pins 


For a sling; as a 
covering; for a 
dressing 


For cleansing of 
wounds, scratches, 
cuts. Antiseptics 
are not necessary. 


For shock — dis- 
small package solve 1 teaspoon 
salt, ¥2 teaspoon 
baking soda in 1 
quart water (5 gm. 
small package salt, 2 gm. baking 
soda, 1 liter water) 


1 bar 


25 
1 


15 


1 pair For cutting band- 
ages or clothing 


To remove sti 
ers from insect 
bites 


For splinting broken 
12 arms and legs 


For splinting bro- 
ken fingers and for 
stirring solutions 


For use in severe 
injuries when no 
other method will 
control bleeding 


To use with tour- 
niquet 


CHAPTER THREE 


WHEN TO CALL THE DOCTOR 


IF EVERYONE were to call the doctor for 
every cut or scratch, bruise or bump, twinge or 
burp, the doctors would be so busy with little 
things that they would not have enough time to 
take care of the big illnesses. In other chapters 
we have told how you can care for minor situ- 
ations. In this chapter we want to tell about the 
times when it is important to call the doctor 
without delay. 

The following four points are a general guide 
to help you decide whether medical aid should 
be sought at once: 

1. When the patient’s complaint or symp- 
toms are too severe to be endured, such as ab- 
dominal pain common to a gall bladder or ap- 
pendicitis attack or kidney colic, sudden chest 
pains; immediate relief is then the purpose of 
calling the doctor without delay. 

2. When an apparently minor symptom or 
symptoms persist for more than a few days or a 
week and do not appear to be due to some eas- 
ily identified cause. A bleeding nose from being 
struck is one thing; a nose that bleeds con- 
stantly or frequently in the absence of injury is 
quite a different matter, and demands medical 
attention. 

3. When the symptom or symptoms return 
repeatedly for no readily recognizable cause. 
Digestive disturbances due to repeated over- 
indulgence are one thing; constant digestive 
distress despite great care and moderation in 
eating is another. It requires medical investi- 
gation without too much delay. 

4. When in doubt, it is safer to call the doc- 
tor than to take a chance. 

Thus the four indications calling for imme- 
diate medical attention are: severity, persist- 
ence, repetition, and doubt. Any one of the four 
is sufficient; a combination of two or more adds 
to the urgency. 

The following circumstances, listed alpha- 
betically, have each specific indications as to 
whether a doctor’s help is needed. 

Accidents require immediate medical atten- 
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tion when the victim is unconscious; when 
bleeding is severe or cannot be controlled; 
when the victim is confused or groggy; when 
there are signs of shock—pale cold skin, sweat- 
ing, and weak pulse with or without loss of con- 
sciousness; when there is breathlessness and 
great thirst; when there are signs of broken 
bones; when pain is severe; when there are 
signs of poisoning; when serious or extensive 
burns have occurred; when the victim is “out of 
his mind”; when persistent severe vomiting is 
present; when vision is suddenly lost or blurred. 

Alcoholic Addiction, Either simple drunken- 
ness or true alcoholism suggest the probability 
that medical care is needed. 

Appetite Changes. May range from complete 
loss of appetite to excessive hunger and thirst. 
Unless such conditions are temporary (a few 
days or a week), they should have prompt 
attention. Included in this category are the so- 
called “cravings” of pregnant women, and the 
common childhood habit of eating plaster, dirt, 
and other unsuitable substances. 

Feelings of insecurity may be masked by per- 
sistent indulgence in overeating; this usually 
calls for medical advice. 

Blackouts. Periods when memory is gone but 
consciousness may exist; afterward the individ- 
ual remembers nothing of what has happened 
or where he has been. These occur in alcohol- 
ism and in some nervous and mental condi- 
tions. They always call for immediate pro- 
fessional investigation. 

Bleeding. May be of several kinds. Large 
sudden hemorrhages are more alarming than 
slow continuous bleeding, but both are impor- 
tant and require medical investigation. The 
most common bleeding is the well-known nose- 
bleed. If this happens occasionally, it is nothing 
to worry about; but if it happens often or con- 
tinues for a long time, the cause should be in- 
vestigated. Most often it is a small bleeding 
point in the nose; sometimes it may have more 
serious causes. 
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Bleeding may also occur from the bowels. 
This is usually due to hemorrhoids (piles), but 
may be due to intestinal polyps, ulcers, or can- 
cers. When stools are a black, tarry color, 
bleeding in the upper intestinal tract may be re- 
sponsible. Under no circumstances should 
suspected bleeding in the intestines ever be ne- 
glected or treated with home remedies or ad- 
vertised preparations. 

In women, change in the length of the men- 
strual period or in the character of the bleeding 
should have attention if it is more than occa- 
sional. Bleeding, even a “spot” on the clothing, 
after the menstrual cycle has ceased (meno- 
pause) should always have prompt investiga- 
tion, since it may be due to more significant 
causes than merely a prolonged period of 
“change.” “Spotting” between menstrual peri- 
ods is not normal. Neither are prolonged peri- 
ods or very heavy flows. 

Blood in the urine may appear as red blood 
or as a smoky color in the urine. Traces of red 
or brownish discoloration in the sputum may 
indicate bleeding. 

Unless there has been an injury which ac- 
counts for it and which is receiving care, the 
appearance of blood in any amount in any of 
the body secretions or excretions should never 
be ignored. Prompt attention to these symp- 
toms would result in the saving of many lives 
now sacrificed to cancer. 

Bowel Changes. May involve the appear- 
ance or consistency of the stools, or their fre- 
quency. Gassy or watery stools, fatty stools, 
pale stools, or tarry black stools—any of these 
calls for study of the digestive function. So does 
persistent diarrhea or diarrhea alternating with 
constipation. Inability to perform bowel func- 
tions normally also requires attention. 

Breathlessness. Everyone gets spells of 
breathlessness from exertion or emotional ex- 
periences, but the normal person should be 
able to climb a flight of steps without puffing 
too much, and should recover his wind in a few 
minutes after heavy physical effort. When there 
is breathlessness after ordinary exertion or 
when it becomes difficult to breathe even with- 
out apparent cause, it is time to assume that 
something has gone wrong, and to make a date 
for a medical examination. There are many 
causes for breathlessness; all of them can be 
treated more successfully if they are discovered 
promptly. 

Breathing difficulties may be due to obstruc- 
tion in the nose or throat, pressures on the 

windpipe, various conditions in the lungs, 
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weakening of the heart muscle, anemia and 
and other changes in the blood, allergic asthma, 
disturbances in brain and nerve function, or 
emotional causes. 

They may also be due to poor physical condi- 
tion, the beginning of heart and blood vessel 
disease, or a variety of other more or less seri- 
ous conditions. All demand investigation and 
most can be helped if caught in time and prop- 
erly treated. The sooner the cause is discovered 
and remedied, the better. 

Common Cold. Symptoms are important be- 
cause they may or may not indicate a common 
cold. In children the runny nose, watery eyes, 
sore throat, cough, and muscle aches may be 
the beginning of one of the communicable di- 
seases. These symptoms also are often due to 
allergies. At any age, they may be the first signs 
of influenza. If they persist, they may mean in- 
volvement of the breathing tubes, the lungs, the 
sinuses, and sometimes the ears in infections 
which may prove serious. Colds should not be 
neglected, nor dosed with home remedies, es- 
pecially if they last more than three days or are 
accompanied by fever. 

Constipation, Should be a rare symptom be- 
cause the bowel regulates itself, if given a 
chance, through proper diet, sufficient fluids, 
exercise, and good habits of elimination. Be- 
cause of a false idea that “regularity” requires 
daily bowel action, many persons suffer from 
artificial constipation induced by laxatives. 
Constipation is not usually an emergency, but 
when it has become a problem, it is better to 
get proper attention than to fool around with 
home remedies and advertised preparations, 
which may tend to make the matter worse in- 
stead of better. 

Convulsions. A convulsion is an attack of 
unconsciousness accompanied by twitching 
muscles. Convulsions in children used to be 
quite common. Now, with modern feeding 
methods, they are rare, and are usually due to 
fever. In acute infections a child may fre- 
quently have a “convulsion” when an adult 
under similar circumstances would have a 
“chill.” Either calls for medical advice. A com- 
mon cause of convulsions at other ages is epi- 
lepsy, which always requires medical care. Con- 
vulsions should never be ignored, even if they 
happen only once. A medical investigation to 
find the cause and prevent further occurrences 
is required. 

Cough. A protective device which helps to 
keep the breathing passages clear of secretions 
and foreign objects. Coughing is a common 
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symptom during a cold; such a cough disap- 
pears with the passing of the acute condition. 
A cough that hangs on is a different matter. 
This may indicate too much smoking, aller- 
gies, chronic infections in the breathing tubes, 
changes in lung structure, tuberculosis or fun- 
gus infection, a lung cancer, or weakening of 
heart action. Early diagnosis and proper treat- 
ment for a persistent cough improve the 
chances of recovery. 

Diarrhea. Consists of frequent loose, watery 
stools with mucus. It may be due to eating 
spoiled food, to drugs, to laxatives, or to con- 
ditions in the bowel requiring medical or even 
surgical attention, such as polyps and cancers. 
A common cause is so-called colitis. Oc- 
casional diarrhea due to obvious causes is not 
alarming; continuous diarrhea or alternating 
diarrhea and constipation indicates the need 
for professional attention. 

Discharges. Any discharges, including 
blood, from any body opening should have 
prompt investigation; they may indicate the 
breakdown of tissue from infection or malig- 
nancies. The most important sources of such 
discharges are: nose and throat (“phlegm”); 
lungs; breast (either sex); ears; urethra 
(penis); vagina; skin sores; bladder; wounds; 
and rectum. 

Dizziness. Practically everyone has an attack 
of dizziness once in a while, often due to diges- 
tive disturbance or so-called “biliousness.” 
This is no cause for concern unless it persists or 
returns. But continuous or frequent dizziness 
with no apparent cause may be due to signifi- 
cant changes in blood pressure, disease in the 
middle ear, failure of fusion of visual images 
right and left, changes in the brain caused by 
hardening of the arteries, or more rarely, brain 
tumors. 

Ear Symptoms. Pain and loss of hearing 
should not be taken for granted, especially in 
children. This is particularly important if they 
are accompanied by head noises and dizziness. 
Running ears demand immediate care. Early 
treatment gives the best results. 

Eye Symptoms. May be an indication that 
the eyes themselves need help, or they may be 
signals that conditions in the body as a whole 
are doing harm to the eyes. Eyesight is so im- 
portant that signs of abnormal vision should 
never be neglected. The most urgent symptom 
is sudden and severe pain in the eyes, spread- 
ing over the head; this may be a sign of glau- 
coma, which can destroy vision in just a few 
hours. It is more common in older persons, but 
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can occur at any age. Other signs that the eyes 
need attention, or that something is threaten- 
ing them, include: dimming of vision; halos 
around lights; loss of side vision; distortion of 
objects; crossed or “walled” eyes; frequent 
need to change glasses; inflammation of the 
eye; double vision; drooping eyelids; excess of 
tears; unequal pupils; excessive blinking; red 
eyelids; sties; and burning sensation of eyelids. 

Fatigue. Getting tired is a universal experi- 
ence, and not an unpleasant one if there is good 
reason for it, such as a good day’s work or an 
exciting and pleasurable experience. Rest and 
a good night’s sleep usually take care of that. 
When fatigue is too great, or recovery from it is 
too slow, or when one is always tired, or arises 
tired from what should have been a good 
night’s rest, the condition is abnormal. There 
may be many causes for such chronic fatigue, 
ranging from poor nutrition to overwhelming 
emotional problems. The remedy does not lie 
in eating vitamin supplements or in self- 
medication with advertised preparations, but in 
medical investigation getting at the cause and 
proper treatment for it. 

Fever. When body temperature is above 
98.6° F. taken by mouth or 99.6° F. by rec- 
tum, the patient is said to have a fever. It is a 
protective reaction which helps the body to 
overcome infection. High fever, and fever 
which persists for more than 24 hours, indi- 
cate involvement more severe than the body 
can handle without professional help. Low 
fever which persists over periods of days or 
weeks may indicate a chronic infection, such as 
tuberculosis, rheumatic fever, mononucleosis, 
or one of many other causes. 

Forgetfulness. Normal to some extent with 
everyone, and may grow worse in older per- 
sons. It may take the form of loss of memory of 
word meanings. Memory of isolated events, of 
events in the past, or those immediately pre- 
ceding the memory loss, may occur. Events 
may be misplaced in time, as in older people 
who commonly confuse memories of the past 
with events of the present. Inability to recog- 
nize printed or written words, or to identify 
objects by touch, is also observed. As with any 
other symptom, this requires attention when it 
is.severe or prolonged sufficiently to interfere 
with the welfare of the individual and his ability 
to support and to care for himself. 

Headaches. Everyone has headaches from 
time to time, due to such common and easily 
identified causes as getting too tired, staying in 
a stuffy room, eating or drinking too much, 
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suffering from a cold, or dealing with a frus- 
trating problem. The occasional headache 
yields readily to a rest in a quiet, darkened 
room, an aspirin tablet or two, and a nap or a 
night’s sleep. There are, however, headaches 
which are more severe, or which return again 
and again, or are accompanied by other symp- 
toms such as nausea or vomiting, eye symp- 
toms, and other abnormal experiences. Such 
headaches should not be endured and repeat- 
edly dosed with pain-killers. They are not di- 
seases in themselves, but they are symptoms of 
deeper causes which should be identified and, 
where possible, removed. 

Hiccups. Due to spasms of the muscle divid- 
ing the abdomen from the chest. They are com- 
monly due to eating or drinking too much or 
too fast, and they ordinarily recover by them- 
selves, which explains why there are so many 
hiccup remedies. They all work when the hic- 
cups were ready to stop anyhow. Hiccuping 
which lasts for days, however, is exhausting 
and can indicate disease. This symptom should 
therefore have medical attention if it does not 
yield within a few hours to home remedies. 

Hoarseness. May be due to a cold or other 
throat infection; if it disappears promptly it is 
no cause for concern. Persistent hoarseness 
may be one of the signs of a tumor on the vocal 
cords, and may or may not be cancerous. In 
either case, it should be investigated and 
treated promptly. Chronic hoarseness may also 
occur with tuberculous infection of the larynx. 

Indigestion. Except when it is obviously due 
to overeating or drinking, indigestion may be a 
symptom of many things, ranging from dietary 
indiscretions to serious conditions such as ul- 
cers and cancers. It should never be accepted 
as a mere annoyance, or attributed to dietary 
factors or other vague causes if it occurs more 
often than rarely. It requires investigation as to 
cause in order to make proper treatment pos- 
sible. Among common manifestations of “in- 
digestion” are: nausea; vomiting; diarrhea; 
constipation; belching; heartburn; alternation 
of diarrhea and constipation; blood in stools 
(see Bleeding); “acid stomach”; and intestinal 
gassiness. 

Home remedies, especially antiacids, are not 
cures; they may relieve symptoms temporarily, 
while permitting the underlying disease to pro- 
gress, perhaps beyond help. 

Swelling of the abdomen may indicate liver 
disease, circulatory disturbances, or other ab- 
dominal conditions requiring prompt attention. 

Itching. Closely related to pain, and may be 


WHEN You NEED A DOCTOR 


even more annoying. It may be due to dry skin, 
excessive bathing, local irritation from soaps, 
detergents, or cosmetics, skin infections, para- 
sites, or to nerve involvements. It is often made 
worse by scratching. Usually the quickest and 
best way to get rid of itching that persists is to 
get medical treatment. 

Jaundice. A yellowing of the skin and white 
of the eyes due to collection of bile in the 
blood. It is always a symptom requiring prompt 
medical action, especially in the newborn baby. 

Jaundice accompanied by abdominal pain 
requires immediate medical advice; jaundice 
without apparent cause also demands prompt 
attention. 

Loss of Sensation. An indication that there is 
interference with nerve trunks or pain recep- 
tors in the skin which transmit sensations to the 
brain, or to abnormality in the brain itself. It 
always calls for prompt attention. Neglect not 
only postpones proper treatment, but may 
cause tissue destruction through inability to 
feel contacts which may be injurious, such as 
heat, cold, or cutting. 

Loss of Taste and Smell. Occurs not uncom- 
monly following severe colds. The senses usu- 
ally return in time without treatment. When 
loss of one or the other sense occurs in the ab- 
sence of apparent cause, it is best to have 
a medical examination. 

Mental Symptoms. Those which are persist- 
ent or recurrent and are not adequately ex- 
plained by illness, bereavement, or other emo- 
tional shock of temporary character, indicate 
the possible onset of mental illness, deteriora- 
tion due to aging, or diseases affecting the 
brain. Among such symptoms which call for 
medical and possibly psychiatric attention are: 
confusion; depression; suspiciousness; aggres- 
siveness; refusal to eat; crying spells; wild 
spending; memory changes; antagonisms; with- 
drawal; sleeplessness; excessive excitability; 
excessive talkativeness; changed personality; 
disorientation as to time and place; abnormal 
imaginings; abnormal fears; tantrums and 
rages; delusions of grandeur; self-centeredness, 
and destructiveness. 

Mouth and Tongue Soreness. May be due to 
temporary causes such as too hot food, rough 
fillings, ill-fitting dentures or broken teeth, local 
infections, cold sores, too much smoking, Of 
chewing tobacco. If a sore mouth or tongue 
persists, it may be due to nutritional causes 
and, especially in older people, to a form of 
anemia caused by a deficiency in blood- 
forming tissues. Early medical treatment is Te- 
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quired for this or any other persistent abnor- 
mality in the mouth. 

Muscle Symptoms. Stiffness and cramping 
are normal up to a point for well-known rea- 
sons, such as sitting still too long or getting into 
uncomfortable positions. When these symptoms 
become seriously annoying, they should be 
considered abnormal and should have medical 
attention. 

Stumbling, fumbling, and dropping things 
are other common indications that muscle ac- 
tion or nerve coordination is not normal. 

A common form of spasm is twitching of 
small muscles, often about the eyes and face. If 
these do not go away by themselves they re- 
quire treatment. Spasms, cramps, pains, 
wasting away, or weakness may be due to vari- 
ous causes, as yet poorly understood, which 
may be nutritional in basis or due to defects in 
nervous functioning. These include multiple 
sclerosis, myasthenia gravis, and the muscular 
dystrophies. (See Part X, Chapter Five.) Mus- 
cle wasting may also be due to interference with 
a specific nerve function caused by injuries, 
pressures from scars or tumors, and nerve in- 
flammations (neuritis). 

Nausea or Vomiting. Ordinarily obvious re- 
sults of dietary indiscretions or excessive drink- 
ing, allergies, onset of acute illnesses, or 
poisoning. Both are almost universally present 
in early pregnancy. They may also be expres- 
sions of emotional distress. Severe forms of 
vomiting may be symptoms of serious internal 
disturbances or brain involvement. When the 
symptoms persist or occur frequently, a medi- 
cal search for the cause is necessary. Excep- 
tionally forceful or “projectile” vomiting is 
always an emergency. 

Nervousness, One of the most misused and 
misunderstood medical terms, as is “nervous 
breakdown.” These terms were formerly ap- 
plied to many vague and indefinite conditions 
for which the cause was not apparent; the pop- 
ular term was “it’s all in your head.” More 
modern diagnostic methods have identified 
definite causes for many experiences formerly 
attributed to “nervousness.” It is now recog- 
nized that emotions play a large part in illness, 
with or without definite physical disease. Even 
without physical cause, disturbed functioning 
can be a very real source of distress and dis- 
ability. The expression “it’s all in your head” 
tells us nothing and should be promptly for- 
gotten. ri 

Nervous disturbances of emotional origin, 
popularly referred to as “nerves,” should be 
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distinguished from physical disease of the ner- 
vous system such as tumors, strokes, paralysis, 
neuritic pain, muscle-wasting diseases, and 
Parkinson’s disease. 

Emotional disturbances can now often be 
helped and should have attention. 

Numbness and Tingling. These and other 
disturbances of sensation are common expe- 
riences, often described as a limb “going to 
sleep.” They are no cause for concern if the 
reason for them is obvious and recovery is 
prompt. Continuous or persistent tingling or 
loss of sensation, however, may have deeper 
significance and should be investigated. 

Pain. It is often called a blessing, because it 
sends the patient to the doctor for treatment. A 
lesser form of pain may be described as dis- 
comfort or aching. The occasional mild pain 
which is the experience of practically every- 
body, usually yields to simple home care. But 
when pain is severe, or when it continues for 
more than two or three hours, or when it comes 
back again and again in the same way, or when 
it is a continuous ache, it is time to have it in- 
vestigated. It may be due to something more 
serious than a temporary cause. Some of the 
more common types of pain which may be in- 
dications of serious need for attention, include 
the following: 

Earaches, especially in children, require 
prompt medical care in order to protect against 
hearing loss. 

Toothache always calls for immediate at- 
tention by a dentist. 

Abdominal pain may soon identify itself as 
just the ordinary “bellyache” from too much 
food or the wrong kind. But if it persists or 
grows severe, or is accompanied by nausea, 
vomiting, diarrhea, or constipation, it is no 
longer safe to use home remedies or to “wait 
and see what happens.” When there is abdom- 
inal pain, the taking of food or drink should be 
discontinued, except for small sips of water. 
Laxatives should never be given where there is 
abdominal pain. 

Joint pains, especially in children, always 
require medical attention. They may indicate 
the beginnings of arthritis, or of acute rheu- 
matic fever, either of which requires medical 
attention. 

Muscle pains may be due to strains, sprains, 
rheumatic conditions, nervous or circulatory 
disturbances. 

Eye pains, especially if sudden and severe 
and radiating over the head, always constitute 
an emergency. If they are due to glaucoma, 
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vision may be lost or seriously impaired in only 
a few hours. While this is uncommon, it is very 
serious. 

Chest pains may be due to conditions in the 
chest muscles, to heart or lung diseases, pleu- 
risy, overexertion when out of condition, or in- 
jury. They should always be investigated. 
“Growing pains” are important because nor- 
mal growth is painless, and so-called growing 
pains should always arouse suspicion of some- 
thing wrong. Often the cause is rheumatic fever 
or related conditions. 

Colicky pains in babies are not usually seri- 
ous; in adults they may indicate stones, espe- 
cially in the kidney and the gall bladder. 

Cramps may affect muscles anywhere in the 
body, or may occur in the intestines, the gall 
bladder, or the uterus. The underlying cause 
must be sought in order to administer appro- 
priate treatment. 

Painful feet may indicate arthritis, over- 
weight, badly fitted shoes or hose, gout, poor 
circulation, corns, calluses, diabetes, or simply 
too much standing. 

Palpitation. This or flutter in the chest, 
changes noted in the heart action in terms of 
speed and regularity, sensations as if the heart 
had stopped, choking sensations and breath- 
lessness—all these always demand examina- 
tion. Often these symptoms are unimportant 
and the examination acts as a reassurance. 
Sometimes these symptoms indicate a serious 
heart condition requiring immediate care. _ 

Paralysis. A sudden weakness or progressive 
loss of function, strength, or coordination is al- 
ways an indication that something is going seri- 
ously wrong in either the nervous system or 
locally. Perhaps some unsuspected poisoning 1s 
taking place, such as occurs from exposure to 
lead, arsenic, and some other chemicals used 
in industrial processes. h 

Skin Rashes. These have many causes, in- 
cluding communicable diseases, skin diseases, 
irritations from detergents, industrial chemicals 
or cosmetics, and allergies. Some are of ner- 
vous origin and others indicate some general 
disease which includes skin symptoms. Unless 
a rash fades promptly when a suspected cause 
is removed, it should have professional atten- 
tion. Applying home remedies or advertised 
preparations may not only fail to improve the 
condition, but may mask it or convert a simple 
irritation into a chronic inflammation very 
difficult to overcome. Pigmented (colored) 
spots on the skin, whether elevated or not, may 
become malignant (cancerous). They are par- 
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ticularly dangerous if the color changes or 
darkens, or if they bleed or grow. 

Sleep Disturbances. Include both excessive 
sleepiness and the opposite, exaggerated wake- 
fulness. Sleepiness and drowsiness due to such 

obvious causes as lack of sleep, poor ventila- 
tion, overeating or drinking are obviously tem- 
porary. But when such experiences occur 
without apparent cause and persist or occur 
frequently, it is time to be sure that unrecog- 
nized diseases which may be causing them are 
identified and treated. 

Wakefulness beyond the common experi- 
ence of an occasional difficulty in getting to 
sleep has similar significance, and should have 
comparable attention. Much so-called insom- 
nia is of little significance. 

Sores. Those that do not heal may be due to 
chronic infections by germs or fungi, to cir- 
culatory disturbances, or to cancerous degen- 
eration. Experiments with home remedies 
or advertised preparations merely postpone 
proper treatment, increase suffering and ex- 
pense, and occasionally endanger life. Persist- 
ent sores should have medical attention if they 
are not healed in two weeks. Any sore that re- 
turns after healing should be seen by a phy- 
sician at once. 

Swellings and Lumps. May be due to in- 
significant causes such as wens or fatty tumors, 
but they should always be investigated in order 
that one may be sure that they are not of more 
serious nature. One of the warning signals of a 
possible cancer is the appearance of a lump or 
mass where it does not belong. The most com- 
mon example is the prevalence of lumps in the 
female breast and in lymph nodes in the arm- 
pit. Many of these are not cancerous and are 
simple to remove; others require removal of 
the entire breast, and this must be done in time 
if life is to be saved. Wherever an abnormal 
lump appears in the body or on it, in either the 
male or the female, it should be identified with- 
out delay, and the physician’s advice about 
treatment accepted. 

Swelling in the limbs, especially of the legs 
at the end of the day, may indicate gathering 
of fluid in the tissues, and may call for exam- 
ination of the heart, kidneys, blood, or internal 
secretion glands, When footwear feels tight at 
the end of the day, or the flesh “pits” on pres- 
sure, it is time to see the doctor. 

Bad Tastes. This and sensations of smell or 
loss of the sense of smell may be due to local 
and temporary conditions. If persistent they 
have more serious significance. 
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Trembling. Most commonly due to simple 
weakness, or may follow vigorous activity. If 
it is temporary it is of little significance. If it 
persists, it may indicate conditions in the brain 
or nervous system, or of the thyroid gland, or 
in the body’s calcium utilization, all of which 
require attention. It may be an early symptom 
of Parkinson’s disease, and as such would ben- 
efit from early recognition. It may also have 
emotional connotations. 

Urinary Changes. May include greatly in- 
creased amounts of urine; necessity for fre- 
quent urination, especially at night; burning 
and discomfort upon urination; changes in the 
appearance of the urine, especially bright red 
blood or a smoky appearance indicating oozing 
of blood somewhere along the urinary tract. 
Inability to urinate, especially in the elderly 
male, is common. “Dribbling” of urine fre- 
quently troubles older women who have borne 
many children. Pain in the urinary tract may 
be due to kidney or bladder stones, infection, 
acid urine, or cancerous growths. 

Warts, Moles, and Birthmarks. Usually can 
be ignored with safety unless they are located 
where clothing tends to irritate them. Any skin 
growth which bleeds, becomes sore, starts to 
grow, or change in color or appearance should 
have immediate medical attention. Home rem- 
edies in such situations are dangerous, and ad- 
vertised preparations or treatments are worse. 

Weakness. Weakness may present itself as a 
loss of strength in the body as a whole or in cer- 
tain of its parts. Frequent tripping, stumbling, 
dropping things, or difficulty in performing or- 
dinary actions are indications of weakness (or 
failure of coordination). In some cases it may 
amount to a partial paralysis; in others it may 
appear »as clumsiness or poor coordination. 
Everyone gets tired out from time to time, but 
continuous weakness or poor coordination al- 
most always has a deeper explanation. This 
should be sought and remedied if possible with- 
out losing too much time. 

Weight Changes. Those which are not 
brought about intentionally should be consid- 
ered significant if they are large, rapid, or pro- 
gressive in the absence of obvious cause. Such 
changes may indicate underlying body- 
function changes or the insidious onset of seri- 
ous disease. 

Yawning and Sighing. These are normal 
ways of getting more air and more oxygen. 
They are usually signs of fatigue or of poor 
ventilation. Yawning may be induced by seeing 
others yawn. If such symptoms occur to an 
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annoying extent, or happen frequently without 
apparent cause, they may indicate circulatory 
or respiratory or nervous-system conditions 
requiring attention. 

Importance of Symptoms 

It will be seen from the foregoing that a 
symptom is not equivalent to a diagnosis. 
Many patients expect the doctor to prescribe 
immediately for their principal complaint, 
which is often only a symptom. Except in 
emergencies he has to find out what causes the 
symptom before he can do this intelligently. 
One symptom may have many causes. 

In the home, an understanding about symp- 
toms and what they may mean can be a great 
help in deciding when to call the doctor. You 
can avoid the expense of unnecessary calls and 
at the same time not neglect to get the best pos- 
sible medical care promptly when it is required. 

The following circumstances will give a gen- 
eral guide to help you decide whether medical 
aid should be sought at once: 

® When the patient’s complaint or symp- 
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toms are too severe to be endured, such as 
abdominal pain of a gall bladder or appendicitis 
attack or kidney colic, or sudden severe chest 
pains; immediate relief is then the purpose of 
calling the doctor without delay. 

@ When the symptom or symptoms persist 
for more than a few days or a week, and do not 
appear to be due to some easily identified 
cause. A bleeding nose from being struck is 
one thing; a nose that bleeds constantly or fre- 
quently in the absence of injury is quite a dif- 
ferent matter, and demands medical attention. 

@ When the symptom or symptoms return 
repeatedly for no readily recognizable cause. 
Digestive disturbances due to repeated over- 
indulgence are one thing; constant digestive 
distress despite great care and moderation in 
eating requires medical investigation without 
too much delay. 

@ When in doubt, it is safer to call the 
doctor than to take a chance. 

Well, that’s When to call the doctor. Now 
we will tell you How. 


CHAPTER FOUR 


HOW TO CALL THE DOCTOR 


IT WOULD HARDLY SEEM necessary to tell 
anyone how to call a doctor properly. The ex- 
perience of doctors, however, is that patients 
actually do have such a problem. Here is an all 
too typical call! “Hello. Is this Dr. Jones’ 
residence? May I speak to the doctor?” 

“He is not in at the moment. Will you give 
me the message, please?” 

“T need him to see my husband.” 

“What is the trouble, please.” 

“Tf I knew the trouble, I wouldn’t need to 
call the doctor.” 

This is certainly not the best way to call the 
doctor. When the doctor’s wife or his secretary 
asked what the trouble was, she did not, of 
course, expect a diagnosis. She merely wanted 
to know what the patient complained of, 
whether he had pain, fever, chills, or other 
symptoms. 

Remember that the physician’s wife or his 
office attendants are his trusted helpers and 
that they have more than an average knowledge 
of the nature of illness and are quite capable in 
most instances of judging the urgency of a sit- 
uation. Often they are able to offer helpful and 
reassuring advice while they find the doctor for 
you. Remember also that they probably can 
find the doctor or, if he is unavailable, locate 
another suitable physician much more quickly 
than you can. 

Anyone who receives calls in a doctor’s of- 
fice, home, or answering service knows that 
there is often little understanding on the part of 
patients of a physician's unpredictable sched- 
ule. Office hours, hospital rounds, surgery, 
baby deliveries, emergency calls, teaching ob- 
ligations, medical and staff meetings can turn 
any doctor’s schedule into a maelstrom. Often 
he has little time for necessary reading of med- 
ical literature, no time for relaxation. and not 
enough for regular meals and sleep. On the 
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other hand, the medical profession exists solely 
for the care and service of patients, and a doc- 
tor’s comfort and convenience are secondary 
when there is a real emergency. 

Some years ago there was a big fuss in one of 
our major cities about the inability to get a doc- 
tor when an elderly man was struck by an auto- 
mobile. He was removed to a home nearby and 
efforts were made to get medical help. For 
some reason, no call was put in for an ambu- 
lance. Seven doctors were called; none was 
available. The press made this a big story, and 
much public indignation was directed against 
the medical profession. 

When the matter was thoroughly investi- 
gated, however, the facts were as follows: of 
the seven doctors called, one was making house 
calls, one attending a woman in childbirth, and 
two out of the city at medical meetings. One 
doctor called was an eye specialist who sug- 
gested calling a general practitioner or a sur- 
geon. One doctor was attending another emer- 
gency in a hospital, and the seventh was 
confined to his home with a broken leg. 

Of course, such a situation is not a common 
occurrence, but it illustrates several points 
about: calling a doctor properly. In this in- 
stance, just one call to the emergency service 
maintained by the local medical society would 
have brought a physician promptly. A call to 
the police department would have brought an 
ambulance. It is obvious then that the people 
who tried to be helpful either didn’t know how, 
or they panicked. 

The first error made was, of course, in mov- 
ing the patient to a home rather than allowing 
him to lie in the street and bringing a blanket 
for cover. Moving a severely injured patient 
might have done him great harm. Most ambu- 
lance drivers are trained to handle patients in 
such a way as not to do further harm. 
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In a center where the local medical society 
maintains no emergency service, it would be 
wise to call one physician, either a general 
practitioner or, in the case of an accident, per- 
haps a surgeon, or to call either a private am- 
bulance service or the police to take the patient 
to the nearest hospital emergency room. If he 
was not seriously injured, he would be sent 
home. If he had any serious injury, he would 
be where he belonged. 


Who, Where, and What 


When a physician is called, the who, the 
where, and the what are important. State at 
once who you are, give your address and tele- 
phone numbers if the doctor doesn’t have this 
information, and then briefly state what the 
problem is. Try to have information about 
symptoms or complaints of the patient, the 
nature of the illness or accident, whether the 
patient has pain and where, whether there is 
difficulty in breathing, unconsciousness, men- 
tal confusion, severe bleeding, rash, swelling, 
lumps, weakness, coughing, diarrhea, vomit- 
ing, or other signs of trouble. 

If you don’t reach the physician immediately 
and he is to call back, try to keep your 
line open. Frequently when a physician tries to 
call back on an urgent call, he will find the line 
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busy for a prolonged period because the family 
is calling everybody else to tell them about the 
situation. 

If the doctor must come to the patient, find- 
ing the place may become a real feat of ex- 
ploration for him in these days of suburban 
living, with circles, lanes, terraces, winding 
roads, and dead-end streets. Therefore, give 
specific directions to whomever you talk with 
at the physician’s office or home. 

The pet peeve of a doctor’s wife or secretary 
is the caller who states, “Oh, never mind. I just 
wanted to talk to the doctor. I’ll call again, it 1s 
not important.” Please say who you are. You 
may call a dozen times and never find the doc- 
tor in, and what you considered important 
enough to call about in the first place probably 
remains important at least to some degree. It 
will be easier for you and for your physician if 
you leave your name and phone number the 
first time and let him call you back. Another 
common practice under stress and usually in 
some major emergency, is to call several doc- 
tors. Try to restrain yourself from doing this. If 
one has said he can come, wait until he arrives. 

There are four chief reasons for calling 4 
physician: eon 

1. To make an appointment to see him 1n 
his office. This call should always be made to 
the office, for he cannot carry his appointment 
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book with him and would not know when to 
give you an appointment without it. Talk to his 
secretary or receptionist at the office and make 
your appointment. 

2. In an emergency due to an accident or 
sudden severe illness. 

3. For an ordinary illness. 

4. To ask a question, to get information, or 
to discuss a problem. 

In any of the above circumstances, call the 
doctor’s office first if you are calling during 
hours when his office should normally be open. 
It is the office force that will be keeping track 
of the doctor’s whereabouts at such a time. If 
it is outside of office hours, call his home. If 
there is no answer, look in your telephone di- 
rectory and you will probably find listed with 
his other telephone numbers a notation such 
as “Answering Service” or “If no answer call.” 
The number listed under such a notation will 
be that of a telephone answering service which 
keeps track of the doctor. Call this number, 
and if he is unavailable, he will probably have 
left word as to who is taking his calls. 

In the case of many emergencies, it is best to 
take the patient to the emergency room of a 
hospital at once, if the patient can be easily 
transported. Many physicians believe that if 
there is a stroke or a heart attack, the patient 
should probably be seen first at home by a phy- 
sician and then moved only if the physician 
feels that it is safe to do so. Real emergencies 
are such things as severe injuries, hemorrhage, 
severe burns, suspected poisoning, convul- 
sions, sudden onset of high fever, stroke, chest 
pain, or severe abdominal pain. 

Few physicians would deny that these are 
actual emergencies, and few physicians in ac- 
tive practice would hesitate to see such a pa- 
tient at home or to supply help for him. On the 
other hand, for an illness which is not quite so 
impressive, such as recurrent headaches, per- 
sistent dull pain or repeated attacks of dizzi- 
ness, certainly a little more leisure may be 
exercised in their care. 

The doctor of your choice is probably a busy 
man, and may not be available at once, or even 
for some time. In such an instance you should 
be willing to accept a temporary alternate, if 
one is suggested by the physician’s office or the 
answering service. The same applies to night 
calls. Such doctors usually provide a competent 
alternate to meet any emergency. In the morn- 
ing, they themselves take over. Often they con- 
sult with the alternate by telephone from the 
patient’s home or the hospital. 


365 


If you are calling a doctor whom you have 
never consulted before, you can scarcely ex- 
pect the same consideration as his regular pa- 
tients. While no doctor would knowingly ne- 
glect a serious emergency, patients and families 
who have not made arrangements in anticipa- 
tion of an emergency should not blame the doc- 
tor if he is unable to respond. Choosing a doc- 
tor is dealt with in Part VIII, Chapter One. 

When you wish merely to ask a question of 
your doctor, to get information, or to discuss a 
problem, call him at a reasonable hour. Try to 
avoid disturbing his dinner if you can. Instead, 
call him at his office or leave word for him to 
call you at his convenience. An emergency, of 
course, is not governed by this suggestion. 

Certainly, one important factor in calling 
the doctor properly is to prepare in advance 
for the time of need. It is well to have the doc- 
tor’s telephone number or numbers and that of 
an alternate physician in a handy list of fre- 
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quently called numbers. Here the physician’s 
numbers, along with the numbers of the police, 
fire departments, the local poison control cen- 
ter if one exists, the hospital of your choice, 
and the emergency call number of the county 
medical society (if there is such an emergency 
service in your area), might well be listed. 
These should be reviewed once a year so that 
you do not find yourself with a telephone num- 
ber which has long since been changed. 


House Calls 


It is true, of course, that some physicians do 
not make house calls. On the other hand, most 
doctors still do, especially pediatricians, inter- 
nists, and general practitioners. If the physician 
you happen to like does not make house calls, 
he usually has someone available to do so. His 
assistant or associate may make the house call 
and, if you need hospitalization or further of- 
fice care, you will be sent back to the physician 
of your choice. 
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Try not to get a reputation with your doctor 
as a “false alarm” person. If your doctor fre- 
quently finds after you call that there is no gen- 
uine need for him, he will naturally become 
somewhat wary. This might, in turn, lead to 
unfortunate delays in a real emergency. Re- 
member the story of the shepherd boy who 
called “wolf” too often. At the same time, while 
your doctor does not want you to overdo call- 
ing him, he also does want you to remember 
that you must call when there is real trouble. 

The medical profession prides itself on the 
pledge it has made that no person shall go with- 
out needed medical care regardless of his abil- 
ity to pay for service. It intends to keep that 
pledge. At the same time, your doctor asks that 
you try to understand some of his problems and 
that you cooperate in their solution. To do so 
not only helps the doctor, it gives you better 
service at less cost and with greater prompt- 
ness, and it assures the patient of relief from 
pain and recovery from disability as rapidly as 
circumstances permit. 


CHAPTER FIVE 


GOING TO THE HOSPITAL 


EACH PERSON will react differently to the 
prospect of going to the hospital. But the more 
each person knows about hospitals in general, 
the better prepared he will be—both mentally 
and physically—for the experience. 

Broadly speaking, there are two main types 
of hospitals in which you may be a patient: the 
voluntary nonprofit hospital, operated by and 
for the community; and the proprietary hos- 
pital, privately owned and operated for profit. 

The voluntary nonprofit hospitals comprise 
the largest group of hospitals in the country. 
They exist for the welfare of all the people in 
their communities. Any profit they make is 
returned to the hospital for its improvement or 
for charitable service. It is likely that when you 
or a member of your family becomes a hospital 
patient you will go to a voluntary nonprofit 
community or church, city, county, or state 
hospital. In some instances, these hospitals 
may receive some help from governmental 
sources. 

A governing board of representative citizens 
of the community is in charge of the voluntary 
hospital. These men and women donate their 
time and service to insure that the hospital is 
operated in the most efficient and economical 
manner possible. 

The hospital administrator directs the work 
of the hospital for the board of governors. He 
is familiar with the work of every department; 
his over-all task is to assure the best possible 
patient care. 

Proprietary hospitals are privately owned, 
often by a group of doctors. They should not be 
viewed with suspicion simply because they are 
Operated for profit. Any hospital, regardless of 
type, which is accredited by the Joint Commis- 
sion on Accreditation of Hospitals, provides 
high quality care. 

Government hospitals are operated by cities, 


counties, states, or the United States govern- 
ment. This group includes Veterans Adminis- 
tration, Army, Navy, Air Force, and Public 
Health Service hospitals that serve members 
and families of the military services, veterans, 
and other persons as authorized by Congress. 

General hospitals care for patients with all 
types of illness or injury. There are more gen- 
eral hospitals in the United States than any 
other kind. 

Special hospitals provide care for only one 
type of illness such as tuberculosis, mental ill- 
ness, cancer, chronic diseases, and the like. 


Hospital Accommodations 


The family’s physician will usually be a 
member of the medical staff of one or more 
hospitals, and he will recommend a particular 
hospital. He will also arrange for admittance 
and for the type of room to be selected. 

Hospitals have three types of accommoda- 
tions: private rooms; semiprivate rooms with 
two to four beds; and wards (more than four 
beds). Regarding accommodations, it is advis- 
able to follow the doctor’s advice. There are 
several factors to consider. A private room is 
more expensive than the semiprivate room or 
ward, but some circumstances require it. A day 
in a private room may seem longer without 
another patient or patients to talk to. Nursing 
care is the same in all accommodations; the 
private room patient does not get more atten- 
tion. Some persons, however, prefer to be alone 
when ill, and consider the advantage of having 
a private bathroom worth the extra cost. Bath 
and toilet facilities are shared in semiprivate 
and ward accommodations. 

Your hospitalization insurance plan may be 
a factor in the type of accommodations you 
choose, since most plans provide for semi- 
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private accommodations except in special cir- í i 
cumstances. The costs of hospitalization, and i j 

types of insurance available, are discussed in 

Part, VIII Chapter Five. , 

A hospital employs many health specialists i fi 
and serves many other functions besides i i i 
patient care. Many hospitals operate a school y 1 
of nursing. Here, the student nurse learns to 
care for patients under the supervision of grad- ) i 
uate nurses. Doctors just out of medical 
school serve in the hospital as interns. More 
experienced doctors, serving as residents, re- 
ceive advanced training and experience in a 
medical specialty. Medical schools operate 
hospitals in connection with the training of doc- 
tors, technicians, and nurses. 

Hospitals are ready to give service 24 hours 
a day if necessary. In the event of an accident 
or sudden acute illness, patients are generally 
admitted through the emergency room of a hos- 
pital. Many patients treated in the emergency 
room are then released and sent home. 

The time of day for nonemergency admis- 
sions may vary. The doctor will tell the patient 
what time to arrive at the hospital. The patient 
is asked to go into the admitting office of the 
hospital on the day before treatment ‘or sur- 
gery. This provides the time necessary for the 
staff to chart the patient’s medical history and 
make the necessary physical, laboratory, and, 
where indicated, x-ray examinations. By the 
following morning the patient should feel com- 
fortably settled and ready for treatment. 

The out-patient clinic is a section devoted to 
the examination and treatment of people who 
do not require admission to the hospital. This 
extends hospital services to many more persons 
in the community than the hospital’s beds could 
accommodate. It saves the patient the expense 
of full hospital care and allows him to continue 
a normal life and, often, his employment. 


What to Take 


Travel light when you go to the hospital. All 
you need to take from home is: 

@ Several paitis of pajamas or nightgowns if 
you do not plan to wear hospital-issue clothing. 

@ A bathrobe. 

@ Slippers. 

© Comb and brush. 

® Cosmetics. 

@ Shaving equipment (for men). 

@ Toothbrush and toothpaste. 

® Books and, for children, toys. 

© Personal items. 
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The clothes worn to the hospital will be 
taken care of by the hospital and be available 
upon discharge. 

Bring only enough money for magazines, 
newspapers and things of that nature. Valu- 
ables, such as jewelry, watches, and the like 
should not be worn to the hospital. If, however, 
you arrive at the hospital with valuables, they 
should be placed for safekeeping in the valu- 
ables depository of the hospital. Check with 
the admitting office in advance regarding bring- 
ing a radio or television set. Many hospitals 
have this equipment available to patients. 

Medicines should not be taken to the hos- 
pital. During the hospital stay the doctor will 
prescribe all medications and they will be given 
by a nurse. Any additional medicines could be 
harmful. 

A word of caution to parents: Be sure to 
make proper arrangements for the care of chil- 
dren left at home so that they will not be 
a source of worry. When a mother or other 
homemaker is hospitalized, the maintenance of 
the home must be provided for. If no relatives 
or friends are available, the need may be sup- 
plied by the homemaker services which exist in 
larger communities, often supported by some 
voluntary agency. Their cost is usually flexible, 
and may be free if necessary. 


Preparing a Child 


Hospitalization can be made an interesting, 


if not always pleasant, experience for a child.. 


By discussing it with him in advance its fright- 
ening aspects can be minimized. Inquiries 
should be made at the hospital to learn what a 
typical day for the child will be like. This can 
be done by telephone, but, if possible, a visit to 
the hospital should be made to see the facilities 
for children. Most hospitals have very attract- 
ive accommodations for children as well as 
toys, books, and games to keep them en- 
tertained when they are well enough to play. 

It helps to tell the child some time in advance 
that he is going to the hospital, and why. 
It should be explained that doctors and nurses 
will take good care of him, that he will eat and 
sleep in the hospital, and be given medicine and 
care to make him well. 

It is very important that adults show no fear. 
Answer his questions and allay any fears he 
may have. When going to a hospital or any 
strange place, a child misses the security of his 
family. He wants to be assured that parents and 
other family members will visit him frequently 
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and that they will be on hand when he needs 
them. 

If a child expresses extraordinary anxiety or 
fear, his doctor should be told about it. With 
this added knowledge the doctor, nurses, and 
other hospital personnel can do much to relieve 
the child’s fear and put his mind at ease. 

If your child’s hospitalization is not planned, 
if he is rushed to the hospital for emergency 
care, parents should by all means go with him. 
They should remain with him, giving him all 
the comfort he needs until he is ready to return 
home or until the doctor advises the parents 
that they may return home. 


Be a Good Patient 


Many patients complain that hospitals are 
noisy places where it is difficult to rest. Some 

activity is necessary in hospitals at all hours, 
but efforts are made to keep noise down as 
much as possible. Patients can help by keeping 
the sound of their radio or television programs 
low, or by using individual earpieces or under- 
the-pillow speakers. Visitors can help, too, by 
coming and going quietly, talking in low tones, 
and refraining from loud laughter. 

Patients and visitors should not smoke un- 
less they have first assured themselves that they 
will not offend others by doing so. 

Patients and relatives often rebel against 
restrictions on the number of visitors and the 
length of time they are permitted to stay. These 
regulations are necessary for the welfare of the 
patient and to allow hospital personnel time to 
perform their duties. 

Visitors should not bring food to patients 
without permission from the doctor. Even 
wholesome foods may be inadvisable for cer- 
tain patients at certain times. 

Most hospitals have informational booklets 
describing their services. This information will 
be furnished on request. In addition, a trip 
through the hospital will reveal the many serv- 
ices available for your care. Hospitals are glad 
to arrange tours on request, and some regularly 
schedule them. 

Hospital staffs perform many different kinds 
of services; each is usually the responsibility of 
a particular group of individuals. Among these, 
at least in large hospitals, will be found the fol- 
lowing, in addition to the attending physicians: 

Resident physicians are senior staff mem- 
bers who have finished an internship and in 
many instances are preparing for a specialty; 
they are licensed to practice medicine. 


Interns are graduate physicians rounding out 
their education through hospital experience. 

Graduate registered nurses, in charge of 
floors, operating rooms, or other departments, 
are responsible—under medical direction—for 
care of patients, medication, and other nurs- 
ing procedures. 

Practical nurses, trained in performing es- 
sential but less exacting services for patients. 

Nurses’ aides, trained to work with profes- 
sional personnel in meeting the personal, non- 
medical needs of the patients. 

Teen-age Volunteers are boys and girls who 
help voluntarily in the hospital by taking many 
nonprofessional responsibilities off the hands 
of professionally trained personnel. 

Orderlies are men who help move patients 
and perform other heavy duties. Many are male 
nurses. 

Dietitians are specially trained to supervise 
the hospital menus and to prepare and serve 
special diets. 
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Laboratory technicians take blood and other 
specimens on which they perform various lab- 
oratory tests. 

X-ray technicians assist physicians in the 
taking of x-rays and their development, and in 
giving x-ray treatments. 

Physical and occupational therapists help 
physicians restore patients to normal function- 
ing by their special treatments. 

Office staff members attend to admissions, 
billing, and the keeping of records. 

Medical social workers assist patients and 
families to adjust to circumstances created by 
illness, and procure assistance for those who 
require hospitalization and lack the means to 
pay for it. 

Auxiliary and guild members and other vol- 
unteers give their time as a public service. They 
operate gift shops, snack shops, library carts, 
and countless miscellaneous services to make 
the hospital stay more pleasant. 

Many hospital patients hesitate to ask their 
doctors the many questions that teem through 
their minds—about the details of their hospital 
stay—about the treatment they will receive— 
even about their illness. Patients often hesitate 
to ask simply because they do not want to take 
up their doctor’s valuable time. While this at- 
titude is considerate, it is not practical from the 
standpoint of the doctor, the hospital, or the 
patient. 

The hospital staff, which includes the doc- 
tor and all who provide care, is there for one 
purpose only—to help patients get well. The 
patient’s mental attitude is an important factor 
in his illness; he should be free from unneces- 
sary concern. Therefore, patients are strongly 
advised to ignore the tales which “friends” may 
tell and to seek answers from their doctor and 
the hospital staff so that they understand to 
their complete satisfaction the care they will 
receive. Many have found to their surprise that 
the hospital is a very interesting and, for the 
most part, a very pleasant place. 


CHAPTER SIX 


HOME NURSING CARE 


WHEN A PATIENT is sick at home, it makes 
extra work for the homemaker—usually the 
mother. The secret of success for her in the role 
of nurse is organized efficiency, to make each 
of her moves count, and to avoid all unneces- 
sary walking, lifting, or climbing stairs. The 
sickroom should be near a bathroom and, if 
possible, on the same floor with the living 
rooms and kitchen. It should be light, pleasant, 
well-heated, and well-ventilated. It should be 
uncluttered without being forbiddingly bare. 


The Patient’s Bed 


Patients confined to bed are most easily 
cared for in a high bed such as is used in hos- 
pitals. If the illness is likely to be long, such a 
bed may be purchased; if short, one may be 
rented. If the patient needs much lifting, a bed 
that can be mechanically raised, lowered, or 
tilted, is a great strength-saver to the attend- 
ant. For children or helpless old people, the 
bed should have safety rails. Chairs backed up 
to the side of the bed are some protection 
against falling out. Ordinary beds may be 
raised by removing casters and placing the legs 
securely on blocks of the desired height; such 
beds are not easily movable, however. 

Patients who can get out of bed to use the 
bathroom or sit up or move about need a low 
bed to avoid falls. Such a bed should stand 
firmly so that it will not slip away from the pa- 
tient. A footstool is often helpful. 

The sickbed mattress should be smooth and 
soft, but firm. It may be supported by a bed 
board, which can be cut out of plywood at 
home or purchased ready-cut. 

The principal requirements of a good sick- 
bed are clean, smooth linens, covers of the 
right warmth for the season, light in weight, 
and washable. Protective plastic or rubber pads 
under the hips are needed if the patient is un- 
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able to control his bladder or bowels. Dispos- 
able waterproof pads are available for this use. 

Making the sickbed with a patient in it can 
also be learned from a visiting nurse or in a 
nursing course. Essentially it consists in making 
one half of the bed while the patient lies on the 
other; then rolling the patient gently to the 
made-up side and finishing up the other. 

Ideally, linens should be fresh daily, but 
some concessions may have to be made to laun- 
dry facilities. The most important feature of the 
sickbed is to keep it free from wrinkles or 
crumbs which may irritate the skin and start 
bedsores. 

The very sick patient’s position must be 
changed frequently to avoid continuous pres- 
sure on any skin area. In the absence of a me- 
chanical hospital-type bed, backrests may be 
purchased or made at home. A small chair 
placed upside down behind the patient will do. 
Cradles or hoops keep the weight of the bed- 
clothes off the toes. A cardboard carton 
wrapped in a light blanket may be placed under 
the covers wherever their weight causes dis- 
comfort; a rolled-up blanket or pillow serves 
the same purpose. To raise one end of the bed 
higher than the other, blocks may be used. 
Rubber or plastic rings (“doughnuts”) can be 
purchased for special purposes, such as pro- 
tection of heels, elbows, and buttocks. Rolled 
rings of cotton wound with bandages will serve 
the same purpose, but they tend to flatten out 
and must be replaced often. 

If a regular bed table is not available for 
serving meals, writing, or other convalescent 
time-passing, one can be made from a wooden 
box by knocking out two sides and bracing the 
ends. If there is a real carpenter in the house, 
this is a chance for him to show his skills. An 
ironing board adjustable for height can be 
placed by the bedside with one end projecting 
over the bed. 
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Patients who need help in sitting up or let- 
ting themselves back into a lying position often 
find a strong rope, attached to a post at the foot 
of the bed, helpful. It should have a loop which 
is easy to get a grip on. 

A bed patient who is not too ill needs help to 
keep from getting bored. He should have a big 
bedside table handy, with disposable tissues, 
drinking water, a clock, a radio, a bell to call 
for assistance, and room for books, writing 
materials, puzzles, games, or whatever else he 
wants. A TV set with remote control is nice if 
one can afford it. It should be placed where it 
can be easily seen and where lights and reflec- 
tions do not interfere with a good picture. An 
earpiece or under-the-pillow speaker helps to 
keep sound from disturbing other members of 
the household. 9 


Planning the Attendant’s Day 


The usual sickroom attendant is the home- 
maker, who is compelled to add this duty to her 
many other responsibilities. Unless she plans 
her day, she will be likely to suffer under the 
added strain. 


*Home Nursing Handbook, Dorothy White Cotton. 
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Suggestions for a patient’s daily routine are 
as follows: 

“Early morning: Use of toilet, bedside com- 
mode or bedpan. Wash hands and face. Brush 
teeth and hair. Ventilate room. Straightening 
bedding and patient’s clothing. 

During the day: Meals and snacks, as per- 
mitted in the diet. Bath and linen change. 
Medications, procedures, and treatments (by 
homemaker, public health nurse, therapists, 
etc.) prescribed by doctor. Toileting. -Hand 
and face washing and care of mouth. Back rub 
and rearrangement of bedding for comfort and 
support. 

During the day: Ventilation of room. 
Needed articles placed in reach: light, call de- 
vice, fresh drinking water, bedpan or urinal, if 
patient can use without assistance. 

During the night: Any care the patient re- 
quires, or the doctor orders.”* 

The home nurse should not be too con- 
scientious. The family should insist, for her 
own sake and that of the patient and the rest of 
the family, that she get her necessary rest and 
sleep, except in serious emergencies. She 
should also get away from the home and the 


© 1963 Metropolitan Life Insurance Co. Used by permission. 
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patient from time to time, making arrange- 
ments for a substitute to take her place. Rela- 
tives who render such service are more useful 
than those who bring the patient sweets that he 
cannot have, flowers that he cannot enjoy, or 
chicken broth which has little nourishment. 
Even the patient may need to be restricted from 
becoming too demanding. The last thing the 
family needs at this time is an exhausted or sick 
homemaker. 

Obviously all routines must be varied to suit 
circumstances. The important point is that fol- 
lowing a system is better than an attempt to 
do the job in a haphazard manner. 

The sickroom attendant should wear simple 
clothing easily laundered; a coverall apron is 
desirable, because it can be removed and left 
in the sickroom after the patient has been cared 
for. When the patient has a communicable dis- 
ease, the apron should always be hung inside 
out when not in use. 

Handwashing after caring for the patient is 
also a necessity, especially when the disease is 
a communicable one. Disinfectants need not be 
used on the skin unless the physician gives in- 
structions to do so. 

A paper bag fastened to the side of the bed 
with adhesive tape is convenient for the dis- 
posal of handkerchief tissues and prevents 
contamination from handling used tissues. A 
wastebasket near the bed is handy for both pa- 
tient and attendant. 


Supplies 


The following supplies are helpful to have 
in the home. Their use and care are briefly 
outlined: 

First Aid Kit. Each family should have a 
box of supplies that includes finger bandages, 
adhesive, sterile gauze pads, roller bandage, 
and a disinfectant. These can be purchased at 
a minimal price or perhaps put together by a 
teen-ager who has taken a first-aid course in 
school. 

Thermometer. Normal body temperature is 
approximately 98.6 F. These are instructions 
for the use of a mouth or oral thermometer: 

1. After washing your hands, rinse the ther- 
mometer in cool water. 

2. Shake the thermometer with a quick “flip 
of the wrist” until the mercury goes below 
at least 95°. 

3. Insert the thermometer under the tongue 
and instruct the patient to hold his mouth 
closed for at least three minutes. 
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4, Remove the thermometer and rotate it 
until the point at which the mercury has settled 
can be visualized. Each little graduation be- 
tween the numerals is equal to .2°. Read and 
note the temperature and the time it was taken. 

Use of rectal thermometer: 

1. Follow steps 1 and 2 above. 

2. Lubricate the thermometer with some 
petroleum jelly on a piece of tissue. 

3. Place the patient on his side, instructing 
him to breathe deeply through his mouth. 

4. Gently separate the buttocks with your 
left hand and insert the thermometer with your 
right hand up to the 98.6° mark. The ther- 
mometer should remain inserted for at least 
three to five minutes. It should be held in place 
for children and elderly patients. 
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5. Upon removal, wipe the thermometer 
with the tissue used for lubrication, read, and 
record. 

Wash the thermometer thoroughly with soap 
and cold water (never hot)—using a piece of 
cotton, rub vigorously. If the person has a con- 
tagious or infectious disease, soak in 70 per 
cent alcohol or comparable disinfecting agent 
for a minimum of 30 minutes and preferably 
overnight. 

Hot Water Bottle. The temperature of the 
water should never exceed 120°. The home 
nurse usually will have to test the temperature 
over her wrist if a bath thermometer is not 
available. The bottle should be checked for 
leaks. It should never be applied directly to the 
skin but wrapped first in a turkish towel or 
piece of flannelette. The condition of the skin 
should be checked frequently to be certain that 
the individual is not being burned. A hot water 
bottle should not be applied without doctor’s 
orders to persons who have difficulties with 
circulation, who are diabetics, or who are un- 
conscious. Rubber goods can be cleaned with 
warm soap and water. 

Heating Pads. The wiring should be checked 
carefully. Continuous use is not recommended 
for small children or older people who may not 
be aware of the possibility of a burn. The same 
rules apply as with hot water bottles. 

Bedpans, Commodes, Hospital Beds. In the 
case of a prolonged illness, it is helpful to have 
this type of equipment in the home. Bedpans 
are fairly inexpensive to purchase. Commodes 
and hospital beds may be rented. If the family 
has inadequate funds, this type of equipment 
may be borrowed through certain community 
agencies. 


Care of the Bed Patient 


No medication should be on a shelf unless it 
has been specifically ordered for a specific pur- 
pose by a doctor. It is a good habit from time to 
time to clean the medicine shelf and discard old 
prescriptions not into a wastebasket, but into 
the toilet bowl. Medicines tend to deteriorate 
or lose their strength and are potentially dan- 
gerous to children and older persons. All med- 
icines should be kept out of the reach of chil- 
dren. All bottles should be properly labeled. 

The doctor orders medicine on the basis of 
his diagnosis. He will give directions for dosage 
and times. It is important to keep enough med- 
icine on hand and not to change or omit dosage 
unless so instructed by the doctor. Children 
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occasionally will take pills more easily if they 
are crushed and put in a teaspoon of corn or 
maple syrup or jelly. It is not a good idea to use 
orange juice for this purpose since the child 
may later associate the bitter taste of a pill with 
orange juice. Adding medicine to a baby’s for- 
mula is not recommended since the entire bot- 
tle might not be taken. 

Some people are sensitive to certain drugs. 
If reactions appear, the medicine should be 
discontinued and the doctor called. The fol- 
lowing conditions may possibly occur with 
certain medications as shown below: 

1. Aspirin or Preparations including As- 
pirin. Buzzing in the ears, rapid breathing, 
swelling of lips or other parts of the body. 

2. Sulfa Drugs. Rash on any part of the 
body (may look like hives, or may be splotchy 
or a fine powdery rash), bloody urine. 

3. Penicillin. Rash (as described above), 
pains in joints, difficulty in swallowing or 
breathing. 

4. Digitalis. Vomiting, diarrhea, irregular 
or very slow pulse. 


Taking the Pulse 


Your doctor may ask you to take and record 
the pulse. If so, do it after the patient has been 
at rest for a little while. This can be done while 
taking an oral temperature. 

Place two or three fingers (not your thumb) 
on the palm side of the patient’s wrist closest to 
his thumb. Feel for the beat by pressing down 
slightly. Once you have located it, count the 
pulse for one full minute using a watch with a 
second hand. Record the number of beats per 
minute and any irregularities you may notice. 

Occasionally the doctor will decide that an 
enema is needed. He will specify the solution; 
if not, tepid tap water is safe. If a soapsuds 
enema is ordered, swish some mild soap 
through the water. Never use a detergent. 
When giving an enema, all of the necessary 
equipment including protective covering for 
the bed, a cotton bath blanket, toilet paper, & 
pitcher, irrigating can or enema bag, with at- 
tachment and clamp, lubricant, and rectal tub- 
ing should be assembled. Prepare the solution 
in a pitcher, then transfer it to the enema bag. 

Place the patient on his left side in bed. Let 
some solution run through the tube to remove 
air bubbles and then close clamp. Lubricate the 
rectal tube with petroleum jelly and insert no 
more than three to four inches of its length into 
the anal opening, and open clamp. The can or 
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bag should be held no higher than 18 inches 
from the surface of the bed. The solution 
should go in slowly and the patient encouraged 
to retain it for 5 to 10 minutes. If able, the 
patient may walk to the bathroom—if not, he 
can be placed on a bedpan. In some instances 
a patient either cannot retain the solution or he 
cannot turn on his side. In such a case, he can 
be placed on a bedpan for the enema. 

Comfort, cleanliness, prevention of bed- 
sores, and nutritious foods are very important 
in a long illness. 

The teenage daughter in the family may 
volunteer to see that the patient washes his 
face and hands in the morning and possibly 
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The bed-making method pictured here in these 
drawings is used in most hospitals when patients 
cannot be moved out of bed. It is neither so special- 
ized nor so difficult that it cannot be mastered and 
used at home, if the situation requires. 


Patient lies on his side at one side of the bed, as you 
fanfold the bottom sheet and place it close to the 
patient's body. Open out the clean sheet lengthwise 
and place it on the uncovered side of the bed so 
that the middle crease lies at the middle of the bed. 
Have patient roll toward you, then remove soiled 
sheet and pull through clean sheet for tuck-in. 
Place the patient in the easiest position, and then 
continue to make the top of the bed. 


prepare and serve the breakfast. Then later 
some other person can bathe the patient. All 
parts of the body from head to foot should be 
washed, the back massaged, and the skin ob- 
served for sore and reddened areas. The bed 
covers, during the bath, can be folded down and 
an old cotton blanket used to cover the invalid 
and keep him warm. 

The bath water should be obtained only after 
the other supplies have been assembled as it 
cools quickly and chills the patient. Near the 
end of the bath, the patient’s feet should be 
washed in a tub of water—the bed can be pro- 
tected with newspaper or a piece of plastic 
material. If possible, the sheets can be tight- 
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ened or changed while the patient is out of bed 
in a chair for a few moments. 

If the patient cannot get out of bed, the fol- 
lowing procedure can be used: 

1. Assemble clean sheets and pillowcases 
in a convenient place. Pillowcases can be 
changed first if desired. Remove spread, blan- 
kets, and drape over a nearby chair. Loosen 
top and bottom sheets. 

2. Ask patient to lie on his side at one side 
of bed and place sheets loosely, close to his 
body. You stand on the opposite side. 

3. Fan-fold the bottom sheet and place 
close to the patient’s body. The bed has now 
been half-stripped and the remaining linen 
pushed up to patient. 

4. Open out clean sheet lengthwise, place on 
the uncovered side of the bed so that the mid- 
dle crease lies at the middle of the bed. Tuck 
the sheet on this side. 

5. Have the patient roll toward you pro- 
tecting him from rolling too far with your body. 
Then walk around to the other side of the bed. 

6. Remove the soiled sheet; pull through 
the clean sheet and tuck in securely. 

7. If necessary, a draw sheet to protect the 
bed could have been placed on top of the clean 
bottom sheet and pulled through with it. 

8. Place the patient in a comfortable posi- 
tion and make the top of the bed. 

If the invalid has no control over his elimina- 
tion, a plastic mattress cover can be used to 
protect the mattress, and soft pads can be used 
to protect the bed linen. Disposable pads can 
be purchased in a drugstore or made at home 
from odd pieces of material. It is important 
that the patient not lie in a wet or wrinkled bed 
for any length of time since his skin must be 
kept dry to avoid bedsores and consequent 
serious difficulties. 

It is also important that the patient not lie on 
his back or in one position for any prolonged 
length of time. He should be encouraged to 
move or if necessary turned several times dur- 
ing the day to avoid bedsores and congestion of 
the lungs. When lying on his side, the patient’s 
back can: be supported by a pillow placed 
lengthwise and folded under once. A plastic 
covering will protect the pillow from becoming 
grossly soiled. 

Keeping sickroom records is a great help to 
the physician, the home attendant, or any visit- 
ing nurse who may be engaged to come in for 
special treatments. A simple notebook will do, 
or a chart may be purchased or drawn for mak- 

ing the records. Any instructions from the doc- 
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tor should be written down so as to avoid mis- 
understanding; so also should the questions it 
is desired to ask the doctor, lest they be for- 
gotten when he arrives. 

Such records should include not only pulse 
and temperature but the patient’s complaints, 
signs of restlessness, pain, or other unusual ob- 
servation, giving of medicines, time of bowel 
action, and frequency and amount of urination. 

A back rub can be given with hands warmed 
and lubricated with alcohol or a prescribed 
lotion. Starting at the neck, the massage is 
carried with long, slow gentle strokes to the 
buttocks and back again. It usually follows the 
back. It is relaxing and comforting and helps to 
prevent bedsores. 


Giving Medicines 


Giving medicines exactly as the doctor or- 
dered is best assured by setting an alarm or ~ 
electric timer for the times when medication is 
due, or by routinely giving it at the same time 
the pulse and temperature are taken. Medicines 
should not be left where the patient can take 
them. In giving medicine the label should be 
read before opening the bottle or package and 
again after the dose has been measured to be 
sure that there is no mistake. Bottle labels can 
be protected by covering with transparent 
plastic tape, and by pouring from the side op- — 
posite the label. Medicines which “settle” or 
grow cloudy should always be shaken. j 

Those for external use only should be identi- 
fied by an adhesive strap over the stopper. This 
signal gives warning immediately when the — 
bottle is handled. Liquid medicine doses arè 
best measured with a medicine glass or a mea- 
suring spoon, since household utensils vary 10 
size. Drops should be counted out loud. — 

Medicines should be given at the exact time 
ordered by the doctor, since absorption is 1m- 
fluenced by food in the stomach; some drugs 
are less irritating when taken on a full stomach. 

Pills or powders are more easily given with 
a spoon. You should place the medication well 
back on the tongue and have a glass of water or 
juice ready. 

When giving medication to children, you 
should treat it as medicine, not as candy. Con- 
fusion between candy and medicines accounts 
for many poisonings in childhood, aside from ; 
the fact that honesty is the best policy, €s- 
pecially since the children are not deceive 
anyway. 

Changing dressings may be necessary for a — 
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while after surgery or injury. Here it is impor- 
tant to avoid infecting the wound or carrying 
infection from the wound to the dresser’s hands 
and so to others. Sterilized dressings can 
be purchased in packages; but it should be re- 
membered that as soon as the package is 
opened, it becomes nonsterile. It should there- 
fore not be opened until it is to be used at once. 

The hands should be washed thoroughly be- 
forehand, and kitchen forceps sterilized by 
boiling. These forceps are used to handle the 
soiled dressings, which are dropped into the 
disposal bag at the side of the bed. The clean 
dressing is then applied and held in place with 
adhesive straps which have been cut before- 
hand. The hands are washed again, and the 
forceps sterilized. The disposal bag is then 
closed and burned. Finally, the dresser’s hands 
are washed again. 

Heat applied locally may be prescribed by 
the physician, who will specify whether it is to 
be given through the use of a hot water bottle, 
a heating pad, radiant heat from an electric 
heater, or a hot wet pack. Heat must be applied 
with caution to avoid burning the patient, es- 
pecially if he has been bedridden for a long 
time. Heat should not be kept on during sleep. 
Hot water bottles should be wrapped in towels 
to prevent direct contact; heating pads should 
be kept at low or moderate heat. All heat ap- 
plications should be watched closely. 

Hot wet packs require careful protection of 
the bed against wetting by use of rubber or 
plastic sheets. Cloths should be wrung out of 
water which has been carefully checked for 
temperature to avoid burning, and placed over 
the area to be treated. The wet cloth is then 
covered with another plastic or rubber sheet to 
retain heat and moisture. The patient’s com- 
fort should be checked constantly, or if the pa- 
tient is unconscious, the condition of the skin 
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watched to prevent burning. 

Steam inhalations may be given by boiling a 
kettle on an electric plate so as to fill the entire 
room with vapor. The steam source can then 
be safely placed away from the sickbed. If in- 
halation directly into a steam tent over the pa- 
tient must be given, great care is necessary to 
avoid fire or burning the patient with hot steam 
too close to the body. Such a steam inhalation 
should always be closely watched by an atten- 
dant to prevent accidents caused by the pa- 
tient’s movements in bed. This is particularly 
important when the patient is a child, or is very 
ill, very old, or in a state of confusion. Expos- 
ure to cold air or drafts should be avoided for 
at least an hour after a steam treatment. 

Very sick patients or weakened convales- 
cents should have as much rest and as little 
disturbance as possible. They should receive 
their necessary care quickly and quietly, and 
various procedures should be grouped to avoid 
frequent disturbances. Patients who are recov- 
ering rapidly may welcome more frequent at- 
tention to help them avoid boredom. 

The attending physician should be asked for 
specific instruction about whether a sleeping 
patient should be awakened for pulse and tem- 
perature observations, medications, or other 
treatments. Sleep may be more important, or 
vice versa, depending on the circumstances. 

Whenever a home-care procedure appears 
difficult or is not fully understood, a demon- 
stration can be had in most communities by 
calling a health department or a visiting nurse 
association and arranging for a nurse to call at 
the home. The expense is small. 

Since few homemakers will escape becoming 
sickroom attendants, especially where there are 
old people or children, a course in home nurs- 
ing offered by the American Red Cross or other 
community agency is a sensible preparation. 
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CHAPTER ONE 


THE HEART AND CIRCULATORY SYSTEM 


THE TERM HEART DISEASE actually applies 
to a number of different illnesses that affect the 
circulatory system—the heart and blood ves- 
sels. A more exact name is cardiovascular dis- 
eases—cardio (heart) and vascular (blood 
vessel). 

‘The circulatory system is a complicated 
mechanism that in most people runs smoothly 
for a lifetime. The heart itself is the strongest, 
toughest muscle in the body. Yet, like all ma- 
chinery, it can sometimes break down. When 
any part of the circulatory system is impaired, 
a part of the body does not receive the blood 
supply it needs and thus is damaged. The 
damage may occur in the heart itself, in the 
brain, the lungs, the kidneys, the skin, or the 
limbs. 

More than 21,000,000 Americans of all ages 
have some form of heart or blood vessel dis- 
order. These diseases are by no means always 
fatal, but they cause more than half of all the 
deaths in the United States every year. So many 
people are affected by just one of the cardio- 
vascular diseases, arterial atherosclerosis, that 
it has been called “the epidemic of the 20th 
century.” 

Great improvements have been made in the 
treatment and control of some of these dis- 
eases. Because of medical advances, thou- 
sands of people are living today who 10 or 20 
years ago would not have survived their illness. 
With proper medical care, most people with 
cardiovascular ailments can work and live use- 
ful lives. Rheumatic fever, which may lead to 
one form of heart trouble, as well as a few other 
less common heart diseases, can now be pre- 
vented. Consequently the incidence of these 
diseases already is decreasing in frequency. 

To make the best use of modern medical 
knowledge about heart diseases, it is important 
to visit your family doctor regularly for a phys- 
ical checkup. If you think you have any symp- 


380 


toms of a heart ailment, don’t try to diagnose 
the condition yourself—see your doctor. If all 
is well, he will relieve you of your worries. If 
something is wrong, the earlier it is detected, 
the better. 


Atherosclerosis 


Atherosclerosis is a form of arteriosclerosis, 
or hardening of the arteries. Most heart attacks 
can be traced to atherosclerosis of the coronary 
arteries, through which travels the blood which 
nourishes the heart muscle. Most strokes result 
from atherosclerosis in the arteries that deliver 
blood to the brain. 

This disease may begin at an early age and 
go undetected until the middle years or later. 
Most people have it to some degree without 
troublesome symptoms and live a normal life 
span. 

In atherosclerosis, the inner walls of the ar- 
teries are gradually thickened and roughened 
by deposits of fatty material. As more layers of 
deposits are formed, they narrow the channel 
through the artery, hindering the flow of blood. 
When the artery wall is considerably rough- 
ened, blood clots may form on the roughened 
areas and block circulation at that point. 

Research scientists are seeking the causes of 
atherosclerosis and ways to prevent and cure it. 
Changing the fat content of our diet may be one 
approach, and long-range studies are underway 
to discover whether a modified fat diet will help 
to prevent heart attacks and strokes. Other 
factors being investigated include the role of 
exercise or its lack, emotional stress, heredity, 
cigarette smoking, and sex hormones. 

Smoking, especially of cigarettes, is regarded 
by many scientists as a contributory cause of 
heart and blood vessel disease, in part because 
of the constricting effect of smoking On 
the smaller arteries. In one arterial disease, 
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Buerger’s disease, smoking has a definitely un- 
favorable influence and is considered to be a 
precipitating cause. (See also Part XII, Chap- 
ter Three. ) 


Heart Attacks 


Usually what is meant by a heart attack is 
what doctors call coronary thrombosis or myo- 
cardial infarction. It is a sudden blocking of 
one of the arteries that supply the heart muscle 
with blood. A clogged artery may be closed by 
a blood clot (thrombus), and the part of the 
heart muscle fed by that artery may deteriorate 
or die from lack of blood. In such cases, heal- 
ing begins almost immediately, and scar tissues 
begin to form in the damaged area of the 
heart. Treatment and rest give the heart time to 
heal itself. For some patients, doctors prescribe 
drugs to prevent new clots from forming. 


2 Deposit forms in inner lini 
narrowing blood channel 
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Heart attack symptoms vary greatly and are 
not easy to identify. However, when the fol- 
lowing symptoms occur, a doctor should be 
called at once: 

© Moderate or severe pain or an uncomfort- 
able sensation of pressure in the front of the 
chest. This sometimes spreads to the arms, 
throat, or back, and often lasts for hours, es- 
pecially when it is accompanied by sweating, 
shortness of breath, weakness, or occasional 
loss of consciousness. Often the patient does 
not experience what he considers to be pain 
and hence does not think he has a heart attack. 

@ Nausea and vomiting. These symptoms 
can be mistaken for acute indigestion; only a 
physician can tell the difference. 

Until the doctor takes charge, the patient 
should be placed in a position most comfort- 
able for him, either lying or sitting. Tight cloth- 
ing should be loosened. The patient should be 
kept from chilling, but he should not be made 
to perspire by use of too many blankets. He 
should not be lifted or carried without the doc- 
tor’s supervision, or given anything to drink 
without the doctor’s advice. 

The time needed for a patient to recover de- 
pends on the extent of heart damage, the rate of 
healing, and whether or not complications de- 
velop. Most people can return to work after 
recovery, although some may have to make ad- 
justments in their jobs and manner of living. 


Angina Pectoris 


Angina pectoris is an uncomfortable sensa- 
tion of pressure, tightness, or pain usually in 
the front part of the chest. It is a sign that the 
heart muscle is not getting enough oxygen 
through its blood supply. An attack is ordi- 
narily brought on by overexercise, excitement, 
or overeating. Usually, rest or nitroglycerine 
tablets will relieve the pain in a few minutes. 

Angina pains may occur both in a person 
who has recovered from a heart attack, or in 
one who has never had a heart attack and may 
never have one. Nevertheless, severe chest dis- 
comfort should always be reported to a doctor 
because it could be the forerunner of a heart 
attack. Chest discomfort, of course, can also 
have many other causes. 


Stroke 


A stroke occurs when the blood supply to a 
part of the brain is reduced or completely cut 
off. This can be caused by a blood clot or by 
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hemorrhage—bleeding from an artery in the 
brain. Medical terms used for various kinds of 
strokes are cerebral vascular occlusion, cere- 
bral thrombosis, cerebral embolism, and cere- 
bral hemorrhage. 

When the nerve cells of a part of the brain 
are deprived of their blood supply, the part of 
the body controlled by these nerve centers can- 
not function normally. The result may be weak- 
ness or paralysis, difficulty in speaking, or loss 
of memory. 

Some patients recover quickly, and can re- 
sume their normal activities. Others may suffer 
such serious damage that even a partial recov- 
ery will take a long time. Immediate treatment 
with proper exercises and other forms of ther- 
apy can do much toward helping a patient re- 
gain the use of muscles and speech. If a stroke 
is brought on by a narrowed blood vessel or, in 
some instances, a blood clot, the doctor may 
use anti-coagulant drugs to prevent another 
stroke, When neck arteries leading to the brain 
are involved, a surgical operation can some- 
times remove the obstruction to circulation. 

Rehabilitation for stroke requires the co- 
operation of the doctor, the patient, and the 
family. The patient’s own will to avoid invalid- 
ism and to become independent is especially 
important. 


Rheumatic Fever 


Rheumatic fever usually occurs between the 
ages of 5 and 15, although adults can also have 
it. It accounts for most of the heart disease 
found in children and young adults. Rheumatic 
fever may affect any part of the body tempo- 
rarily, but damage to the heart, which can be 
long lasting, is the greatest danger. 

Rheumatic heart disease results from the 
scarring of the heart muscle and valves by 
theumatic fever. This may interfere with the 
vital work of the heart. Many patients recover 
from rheumatic fever without permanent in- 
jury to the heart valves. However, this disease 
has a way of repeating itself, and each attack 
renews the chances of heart damage. 

Rheumatic fever is always preceded by a 
streptococcal infection such as a strep sore 
throat, scarlet fever, or a strep ear infection. 
Rheumatic fever can be prevented by treating 
the strep infection promptly and thoroughly 
with antibiotics. Because persons who have had 
theumatic fever are susceptible rather than 
Immune to repeat attacks, long-term preventive 
treatment is often prescribed for them. Regular 
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doses of penicillin or sulfa drugs, under the 
direction of a physician, can prevent further 
strep infections and thus ward off subsequent 
attacks of rheumatic fever. 

You can protect your own child against 
theumatic fever by calling the doctor if he de- 
velops a sudden, severe sore throat, or if he has 
been exposed to someone with scarlet fever or 
another strep infection. 


High Blood Pressure 


Blood pressure is the pressure put on the 
walls of the arteries as the heart pumps blood 
through them. It is perfectly normal for blood 
pressure to vary from time to time; it may go 
up when we are excited and go down when we 
are at rest. However, in some people blood 
pressure remains at higher levels than it should. 
This condition is called hypertension and about 
17,000,000 people in the United States have it. 
Continued high blood pressure overworks the 
heart and circulatory system and thus reduces 
their ability to function as well as they should. 
The kidneys can also be affected. 

Hypertension sometimes causes no symp- 
toms and only a doctor can tell when it is pres- 
ent. Treatment can do a great deal to control 
it. Doctors can choose from an increasing num- 
ber of drugs and other methods of manage- 
ment, such as diet and changes in living habits. 

Low blood pressure occurs in many healthy 
people, and is usually considered an asset. 


Congenital Heart Defects 


This kind of heart defect is present at birth, 
although it may not be discovered until later. 
In it, the heart or a major blood vessel near the 
heart fails to mature normally during the pe- 
riod of growth before birth. About 30,000 to 
40,000 children are born with heart defects in 
the United States each year. 

Mild inborn defects may never cause trou- 
ble; but serious ones may interfere with circula- 
tion of the blood, slow the child’s growth, and 
reduce his energy. Because of great progress in 
heart surgery, most patients with congenital 
heart defects can be restored to normal or near- 
normal health. 


Congestive Heart Failure 


To say that a person has heart failure does 
not mean that his heart has stopped beating. In 
congestive heart failure, the heart muscle goes 
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on working, but with less strength than is 
needed for good health. This condition may 
follow a severe heart attack or rheumatic fever, 
or it may occur in connection with a congenital 
heart defect or with very high blood pressure. 
It often results, especially in elderly people, 
from muscle damage due to atherosclerosis of 
the coronary arteries. . 

The usual symptoms are swelling of legs and 
ankles (edema) and extreme shortness of 
breath. Treatment includes drugs to strengthen 
the action of the heart; rest to ease its work 
load; and diet or drugs, especially digitalis and 
diuretics, to control edema. 

Patients who follow their doctor’s instruc- 
tions faithfully find that their heart failure can 
be controlled. Usually they can carry on their 
normal activities while guarding their hearts 
against extra strain. 


Other Ailments 


Bacterial endocarditis is an infection of the 
lining of the heart. People with rheumatic heart 
disease or inborn heart defects are particularly 
susceptible to it. To protect these patients, doc- 
tors prescribe antibiotics to be taken when bac- 
teria have a chance to enter the bloodstream— 
for example, in conjunction with dental treat- 


DANGEROUS AND DISABLING DISEASES 


ment that breaks the gums; operations of the 
mouth, nose, or throat; childbirth; or surgery of 
the gastrointestinal or urinary tracts. 

Peripheral vascular diseases affect blood 
vessels of the extremities—chiefly the legs and 
feet, and less often the arms and hands. By in- 
terfering with circulation, these diseases cause 
symptoms ranging from mild discomfort to 
pain and swelling. If allowed to go untreated, 
they can result in more serious complications, 
such as skin ulcers that are difficult to cure. 
Varicose veins, the bulging veins that usually 
appear in the legs, are a common peripheral 
vascular disorder. Atherosclerosis of the ex- 
tremities is another. In it, arteries in the limbs 
are affected by the same process of ather- 
osclerosis that takes place in arteries of the 
heart and brain. 

In thrombophlebitis, the inner wall of a vein 
is inflamed and a blood clot is usually attached 
to the vein wall. Venous thrombosis is a similar 
condition but without the inflammation. 

These are the most common cardiovascular 
diseases which, in the majority of people, can 
be treated successfully by medical or surgical 
means. The ideal, of course, is to prevent these 
diseases from occurring altogether. Each year 
medical science is gaining knowledge that 
brings us closer to that, goal. 


CHAPTER TWO 


DIABETES 


More THAN 3,500,000 diabetics in the 
United States face the prospect of disability 
from their disease. Their number is increasing 
rapidly because of the general aging of the pop- 
ulation. These patients, their families, and 
friends should attempt to understand the nature 
of diabetes. Particularly important are the 
problems of adjustment of its victims and the 
principles of therapy involved. With proper ed- 
ucation and care, the diabetic can live a nearly 
normal life. 

Diabetes mellitus is a disorder in which the 
body fails to make proper use of sugar. An ex- 
cessive amount accumulates in the blood and 
often passes in the urine. Normally, insulin 
helps to burn sugar and provide energy. This is 
a hormone secreted by the pancreas which is a 
gland situated in the upper abdomen. When the 
pancreas fails to produce enough insulin, the 
person cannot utilize sugar, and his body chem- 
istry is upset. He is, in short, a diabetic. Insulin 
must then be injected in most instances to make 
up for the patient’s deficiency. Oral or tablet 
treatment is limited to milder cases in older 
people. 

The cause of diabetes is unknown, but it is 
usually due to an inherited tendency. It is more 
common over the age of 40, in women, and in 
obese individuals. In some cases the adrenal, 
pituitary, or thyroid glands are also involved. 

Diabetes is one of the oldest diseases known 
to man. Records in ancient Egypt describing 
the condition date back to 3,000 B.c. The 
word “diabetes” was provided by the Roman 
physician Aretaeus in A.D. 50. It means “to 
pass through” and refers to the common symp- 
tom of frequent urination. The sweet taste of 
the urine was noticed by Willis of Oxford in his 
studies of diabetes conducted during the seven- 
teenth century. 

In 1889 Von Mering and Minkowski re- 
moved the pancreas from a dog and subse- 
quently noted sugar in the urine. In 1922 
Banting and Best discovered insulin in extracts 
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of dog pancreas. This knowledge formed the 
basis for the modern treatment of diabetics. 


Recognizing Diabetes 


The typical symptoms of diabetes are absent 
in early or mild cases. Severe disease may 
cause copious urination, excessive thirst and 
hunger, tiredness, weight loss, itching, blurred 
vision, and skin infection. Older people have 
fewer symptoms, and they can usually be con- 
trolled by diet or by pills. Younger patients 
have unstable sugar balance, may become ill 
rapidly, and need insulin injections. The dis- 
order may be suspected by the patient or his 
physician from the nature of his symptoms, Or 
a routine urine test may reveal sugar and indi- 
cate a moderately severe case. 

Normally the blood glucose ranges between 
80 and 120 mg. per 100 cc. of blood after 12 
hours without food. Definite elevation on more 
than one blood sample to more than 140 mg. 
establishes the diagnosis. Estimating the value 
two hours after a meal generous in starch is 
even more conclusive. When the diagnosis is in 
question, a glucose tolerance test is performed. 
The blood sugar is measured béfore, and hourly 
for several hours after, taking a large amount of 
glucose. This test indicates the body’s efficiency 
in disposing of sugar and permits the doctor to 
determine definitely whether the disease is 
present or not. Mild diabetes may exist even 
though the urine test is not positive. Even if 
sugar is present, the doctor must rule out other 
possible causes, such as spilling of nonglucose 
sugars, drug administration, kidney, and ner- 
vous diseases. The fact that other members of 
the family have had diabetes often suggests the 
diagnosis in the person under consideration. 


Managing Diabetes 


The object of treatment of diabetes is to con- 
trol it without interfering unnecessarily with 
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the patient’s daily routine. This is considered to 
be accomplished when the urine is almost al- 
ways free of sugar (although it may still 
be present after a meal), when weight and en- 
ergy are adequate, and when the blood sugar is 
reasonably normal. Besides improving the 
symptoms, good control offers a reduced likeli- 
hood of infection, undernutrition, acidosis, and 
blood vessel disease. Even though the excess 
sugar and other manifestations may be elimi- 
nated by therapy, diabetes cannot be cured be- 
cause the pancreas still does not produce 
enough insulin. But sugar control does promote 
longevity. 

Diet: Diabetes may be controlled by diet 
alone in at least half of those patients who de- 
veloped the disease after the age of 30. Foods 
containing large amounts of sugar and starch 
increase the amount of sugar which the body 
must burn. Thus their intake must be limited. 
If the patient is obese, his caloric intake must 
also be limited because losing weight improves 
the patient’s condition by reducing the demand 
on the pancreas for insulin. 

The important consideration in the diabetic’s 
diet is that he should eat the correct amount of 
the proper kind of food every day. Starches are 
limited and fats are increased proportionately. 
The method used to control intake may be 
either a system of weighing the food or the or- 

dinary household measuring system. Which 
method is chosen depends on the severity of the 
disease, the patient’s intelligence, and the phy- 
sician’s opinion. The quantitative program, in 
which the patient learns to estimate weights of 
foods accurately, permits delicate balancing of 
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the carbohydrate content of food against the 
amount of insulin injected. This program is 
carried out most rapidly and effectively in the 
hospital where adequate medical, dietary, and 
laboratory information is available. 

“Free” sugars, such as those found in candy, 
jelly, syrup, and honey, are omitted, and arti- 
ficial sweeteners are substituted. Hard or soft 
drinks containing sugar are prohibited, but 
carbonated beverages low in sugar and calories 
may be taken. Substitution lists for the major 
food groups (milk, vegetable-fruit, bread- 
cereal, and meat) are provided so that the 
same amount of carbohydrate, protein, fat, and 
calories may be eaten daily. This provides va- 
riety, and mixed dishes may be prepared when 
the patient gains understanding of food con- 
tent. The physician calculates the dietary pre- 
scription to provide good nutrition and proper 
weight and sugar balance with regard to in- 
sulin, work and exercise habits, and possible 
oral medication. Details should be discussed 
with a dietician if possible. 

Testing: Every diabetic should learn to test 
his urine for sugar and for acid indicators. Not 
to test is like trying to drive an automobile with 
your eyes closed. Simple screening tests involve 
a color reaction which appears when a chem- 
ically treated paper tape is dipped into the 
urine. If sugar is present the specimen should 
be tested with a special sugar test tablet to 
determine the amount more accurately. The 
tablet is available in a foil-wrapped form to 
protect it from moisture, with glass test tube, 
eye dropper and color chart. A blue color of 
the mixed solution indicates that the urine is 
free of sugar, but green to orange colors repre- 
sent increasing amounts of sugar. Repeated 
sugar spilling usually requires a change m 
therapy. 3 

The test for acidosis should be made on urine — 
when sugar is found. This is available in tablet 
or powder form. If a purple color appears On — 
addition of one drop of urine, acetone is pres- 
ent indicating diabetic acidosis. 4 

Acid substances are formed by the body in 
severe diabetes when excess sugar is present m 
the blood and urine because adequate amounts ~ 
of insulin are lacking. These tests should al- 
ways be performed when urine sugar is heavy. — 
A positive test is a danger signal and should be 
reported to the doctor immediately. 

Injections: The purpose of insulin is to help 
the body burn and store sugar. Since the dia- 
betic lacks insulin, sugar accumulates in the 
blood and tissues. If the diabetic cannot reduce 
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his food intake to the amount which can be 
burned by the inadequate hormone (insulin) 
supply from his pancreas, then insulin must be 
obtained from another source (usually cow or 
pig pancreas) and injected. Such patients can- 
not usually get along on oral medication: 

In some cases injections are necessary only 
temporarily, since the disease improves with 
treatment. In other cases, large amounts must 
be injected once or even twice every day of the 
patient’s life. This is usually true in young pa- 
tients and in those with diabetic symptoms or 
other associated disease. In acute diabetic com- 
plications, insulin must be injected every one to 
six hours in order to control infection, coma 
due to acidosis, or healing of wounds after sur- 
gery or injury. 

Three types of insulin are available com- 
mercially. Regular or crystalline insulin lowers 
the blood sugar rapidly but only temporarily 
(8 to 12 hours). It is used in such emergencies 
as infection, acidosis, or surgery. 

Zine or protein has been added to some 
types of insulin so that action is intermediate 
or prolonged. Greatest effect with their use oc- 
curs at 8 to 12 hours; the duration of action is 
24 to 36 hours. NPH, Lente, and Globin in- 
sulins are the most common types used be- 
cause their action prevents rise in blood sugar 
following meals during the day and wears off at 
night when it is not needed. 

Protamine zinc insulin acts slowly but its ef- 
fect lasts for two or three days. It is useful in 
controlling mild diabetes in older people. 

To make an injection, the skin of the leg or 
abdomen is cleaned with cotton soaked in alco- 
hol, then it is pinched into a fold, and the 
needle inserted deeply to the hub. Even if he is 
not taking insulin, every diabetic should learn 
to give insulin to himself because of the pos- 
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sibility of urgent need in the future. 

If an excessive amount of insulin is taken, 
the body sugar may drop rapidly to a low level. 
The lack of sugar supply to the nervous system 
may cause such symptoms as weakness, shak- 
ing, fatigue, drowsiness, extreme hunger, and 
sweating. As the condition worsens, confusion, 
poor judgment, hostility, incoordination, and 
even unconsciousness and convulsions may 
occur. 

In addition to excessive insulin intake, low 
blood sugar may be caused by improper food 
intake, diarrhea, or unusual exercise. Or, an 
improvement in diabetic control with a con- 
sequent reduction in need for injected insulin 
may be another cause. 

The standard treatment for a low blood 
sugar reaction is eating of hard candy or lump 
sugar which diabetics taking insulin should al- 
ways carry. The diabetic should also wear an 
emergency identification symbol and carry an 
identification card (see Part IX, Chapter One) 
in case of diabetic coma or insulin shock. 

When unconsciousness or difficulty in swal- 
lowing is present, the doctor must be called 
immediately so that sugar may be injected to 
raise the blood sugar rapidly. A hormone called 
glucagon may also be injected for this purpose. 
The insulin dose is then reduced approximately 
10 per cent on the following day. The most im- 
portant way to prevent reactions is to establish 
stable sugar balance under the doctor’s super- 
vision. Insulin should be injected at the same 
time each day, meals eaten within a half-hour 
of schedule, and infections controlled promptly. 

Oral Compounds: Until 1954 efforts to re- 
place inconvenient insulin injections with in- 
sulin taken by mouth were unsuccessful. In 
that year a drug was developed in Germany to 
help control diabetes, and others have been 
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the disease by condition of the urine. 
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developed since. While these are not true “oral 
insulins,” most mild cases of the disease in pa- 
tients over 40 which do not respond solely to 
diet control, may be controlled with these 
medications. These agents either stimulate the 
‘pancreas to produce insulin or increase sugar 
uptake by the tissues. Thus they may be sub- 
stituted for small doses of injected insulin. 
They cannot be employed in severe diabetes or 
when acute complications are present. They 
are, however, useful in treating older patients 
who have difficulty in using an insulin syringe. 
A combination of two drugs may often replace 
insulin. Any attempt to change from insulin to 
oral tablets must be supervised by the phy- 
sician. 

Personal Hygiene: The diabetic should in- 
dulge in reasonable and regular exercise. It 
helps to maintain muscle tone and prevent obe- 
sity. It may also reduce the insulin dose neces- 
sary by using up sugar which otherwise would 
require insulin. A regular amount of exercise 
daily will help stabilize the sugar balance. Ex- 
tra food may be taken if unusual or strenuous 
exercise is contemplated. Half a sandwich and 
half a glass of milk may be needed before 
swimming or playing a set of tennis, full por- 
tions before playing 18 holes of golf. Nervous 
tension and fatigue tend to cause fluctuations 
in or to elevate blood sugar as a result of the 
action of other hormones, adrenalin, or corti- 
sone. Changes in the sex hormone balance 
such as the menstrual cycle, or excessive use 
of tobacco, alcohol, coffee, or medication may 
also alter the sugar balance. 

An additional reason why many physicians 
advise their diabetic patients not to smoke is 
that diabetes is often the cause of arterial dete- 
rioration, to which tobacco is believed to con- 
tribute in some instances. (See also Part XII, 
Chapter Three.) 


Complications 


Failure to maintain a good diabetic balance 
increases the diabetic’s susceptibility to infec- 
tions. They usually involve the skin, throat, 
teeth, respiratory system, urinary tract, or feet. 
Even minor infections should be treated with 
respect. They tend to recur, as for example, a 
fungus rash of the skin. Boils may persist and 
require hot compresses or drainage; wounds 
may be slow to heal. The diabetic is susceptible 
to tuberculosis and should have his chest 
x-rayed annually. 
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Modern treatment of the diabetic woman 
has made her chances for fertility normal. With 
careful control requiring frequent sugar tests 
and extra insulin, successful delivery is possible 
in as many as 90 per cent of cases. Diabetic 
women are more likely than non-diabetic pa- 
tients to have toxic reactions such as high blood 
pressure or excessive water retention during 
pregnancy. Early delivery is usually necessary, 
about three to four weeks before the antici- 
pated time of birth. A Caesarean section may 
be performed if normal delivery techniques are 
not possible or advisable. 

When excess sugar accumulates in the blood, 
fat is burned instead of it for energy. This im- 
balance, if not corrected, may cause toxic 
symptoms due to the acid products of fat 
breakdown. These include abdominal pain, 
persistent vomiting, dehydration, even coma 
and death. Acidosis usually results from un- 
controlled infection, inadequate insulin dosage, 
wrong diet, or other factors causing poor dia- 
betic control. Any stress, such as surgery, in- 
jury, infection, burns, or severe illness, will 
contribute to excessive loss of sugar and may 
lead to acidosis. It is identified by testing the 
urine. This should be done whenever heavy 
sugar appears in the usual urine test. If the test 
indicates that acidosis has occurred, the doctor 
should be notified immediately. Diabetic aci- 
dosis and coma are treated by administering ex- 
tra insulin and salts and water into the vein. 

Changes affecting the heart and blood vessels 
connected with aging tend to appear somewhat 
earlier in the diabetic. Coronary artery disease, 
damage to the small arteries in the eyes, 
nephritis, and arteriosclerosis of the brain and 
arteries in the legs may even appear before di- 
abetes is recognized. Symptoms include chest 
pain, shortness of breath, swollen ankles, diz- 
ziness, coldness, and numbness or burning of 
the legs. Acute ailments, such as heart attacks, 
visual impairment, uremia, strokes or gan- 
grene, are due to blocking of arteries supplying 
the affected organs. Normal treatment is to 
control the sugar balance carefully so as to 
keep the disease from worsening. Reduction of 
weight and blood cholesterol is also helpful, 
and it is probably necessary to increase the 
ratio of vegetable (unsaturated fatty acid) fat 
to animal fat in the diet. The doctor must con- 
trol these treatment factors, but the patient 
must understand them. Diabetes is the only 
disease in which the patient should be his ow? 
dietician and doctor’s assistant. 


CHAPTER THREE 


ARTHRITIS AND RHEUMATISM 


IT Is A RARE ADULT who never experiences 
some form of arthritis or rheumatism. These 
diseases are extremely common and are 
among the oldest known to man. Only in re- 
cent years has the magnitude of the health 
problem of arthritis and rheumatism been ap- 
preciated in the United States and throughout 
the world. As a result, a great deal of new 
knowledge, understanding, and treatment is 
available today. Medical scientists have dis- 
covered new leads in their search for the causes 
of various forms of arthritis. Though cure is 
not yet available, treatment is generally satis- 
factory, especially if started within the first six 
months after onset. Very few people today need 
be crippled by arthritis. 

About 12,000,000 Americans have some 
form of rheumatic disease, that is, about one 
person out of every 20. Rheumatic diseases are 
by far the most commonly occurring chronic 
illnesses in this country—or in the world. In 
the United States there are twice as many peo- 
ple with rheumatic disease as have the next 
most common chronic ailment, heart disease. 
It is estimated that rheumatic disease costs the 
nation $1,500,000,000 a year. Next to nervous 
and mental disease, rheumatism causes more 
days lost from work in our country than any 
other chronic disease. 

Rheumatism is a general term used to de- 
scribe stiffness and aching pain. Rheumatic 
diseases are those in which abnormalities are 
located in the supporting structures of the 
body, the ligaments, tendons, joints, muscles, 
and bones—the tough parts of the body. 

The body is often regarded as a great ag- 
gregation of cells, all of which must be held 
together and supported by a framework. The 
framework is called connective tissue, and is 
mainly made of tough fibrous materials. Con- 
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nective tissue is an appropriate name for this 
system since it does, in fact, connect the cells 
and the parts of the body together. When some- 
thing goes wrong with the manufacture or the 
maintenance of the big molecules that make up 
the tough structures of the body, the result is 
aching, swelling, pain, stiffness and sometimes 
heat, redness, and gross inflammation. 

Though most rheumatic diseases involve 
joints, many connective tissues other than 
joints are also affected. Arthritis really means 
inflammation of a joint and nothing more spe- 
cific than that. Thus, though arthritis is a fre- 
quent part of most rheumatic diseases, it is 
certainly not the only part. 

There are about 50 different rheumatic di- 
seases. Diagnosis of them is often difficult, re- 
quiring considerable study by a physician, 
many laboratory tests and x-rays. One reason 
for failure in treatment is that the particular 
type of rheumatic disease is not identified in 
the first place. One should not assume one has 
“arthritis” or “rheumatism” until his doctor has 
reached a decision regarding diagnosis and ap- 
propriate treatment. Some rheumatic diseases 
require little or no treatment; a few more seri- 
ous varieties require very extensive and pro- 
longed treatment. 

The first step in consideration of any rheu- 
matic disease is accurate diagnosis. The phy- 
sician usually makes an over-all assessment of 
the probable outlook and an outline of the 
treatment program. The treatment is quite in- 
dividualized. The intensity of the inflammation, 
the degree of pain and swelling, the patient’s 
age, how long he has had the disease, and his 
type of work are all factors in determining the 
best treatment program for any one patient. 
Drug treatment may be needed in one patient 
and not in another. 
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Rheumatoid arthritis characteristically involves swelling of the knuckles and the finger joints nearest the hana. 


The most common rheumatic diseases are 
rheumatoid arthritis, osteoarthritis, and gout. 
In addition there are the collagen diseases. 


Rheumatoid Arthritis 


Rheumatoid arthritis is potentially the most 
serious of the three chief diseases. However, 
many victims have only mildly annoying trou- 
ble. The disease characteristically occurs in 
attacks of joint pain and swelling, weakness, 
fatigue, and stiffness, especially in the morning. 
The attacks may last for weeks, months, or 
years, but usually the intensity of the disease 
fluctuates. The disease varies in severity from 
time to time, seldom completely disappearing, 
though a few people have recovered com- 
pletely. A very small percentage of patients 
have severe, steadily-worsening arthritis that 
finally results in crippling and deformity. Rheu- 
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matoid arthritis is indeed a capricious disease. 

The best treatment of rheumatoid arthritis 
includes a variety of different methods and 
techniques. When applied in a comprehensive 
daily program it is very effective. Dependence 
on any one drug or other single means of treat- 
ment is doomed to failure. Rest is a cardinal 
principle of management and is usually pre- 
scribed as a number of hours per day. Details 
of rest are outlined by the physician or physical 
therapist. Rheumatoid arthritis is a cise 
the whole person, and rest must include a 
mind and the body as well as the inflame 
joints. The bed should be firm; pillows under 
the knees or back should be avoided. The feet 
should be supported by a footboard. The a 
easier to get in and out of if blocks six to eig 
inches in height are placed under the casters. 
Plaster of Paris splints are used for severely 10- 
flamed joints to assure proper rest. 


ARTHRITIS AND RHEUMATISM 


Rest is alternated with exercises and activity. 
Prescription of the proper balance is the phy- 
sician’s responsibility. Specific exercises are 
prescribed, among which are muscle strength- 
ening exercises. Joint deformity can be pre- 
vented by daily putting the joints, actively or 
passively, through a full range of motion. The 
paradox of alternately using exercises and rest 
puzzles many patients. The arthritic requires 
both. However, if pain lasts for more than 15 
to 20 minutes after exercise, it has been too 
much. 

Rest is necessary to reduce joint inflam- 
mation but exercise is required also to retain 
muscle and joint function and prevent insidi- 
ous and gradual onset of deformity. Many pa- 
tients believe they “must keep moving” for fear 
of “stiffening up.” This is not the case; proper 
balance of rest and exercise is the keynote. 

Warm or hot tub baths once or twice daily 
are helpful. Hot towels wrung out of hot water, 
applied to the joints and then wrapped in plas- 
tic sheets, provide muscle relaxation. Infrared 
lamps are useful when applied at an 18-inch 
distance. A towel may be put over the joint be- 
ing treated. This does not interfere with pene- 
tration of the rays, but does avoid skin burn. 

Other methods of treatment and aids to the 
patient include hot paraffin to hands and feet; 
special splints for specific joints; contrast baths, 
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Osteoarthritis involves the joints nearest the tips of the 


fingers. In severe cases, other joints are affected. 
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hot and cold; surgical procedures for certain 
joints; elevation of the chair the patient sits in, 
and a special elevated toilet seat. Joint care 
entails positioning in bed, postural exercises, 
diet for reduction of body weight, and prescrip- 
tion of certain kinds of work to exercise the 
joints and muscles. 

Education about the characteristic and ex- 
pected behavior of the disease is very impor- 
tant in order to help the patient anticipate in a 
general way what his future is to be and to 
learn how to deal with his problem in a positive 
and predictable way. A patient who has ex- 
perienced pain and disability for years will 
understandably grasp at any straw that prom- 
ises relief. He should be warned against 
quackery and the use of expensive and inef- 
fective drugs or appliances. The field of rheu- 
matic disease is and always has been a fertile 
one for the quack and charlatan. (See Part 
VIII, Chapter Five.) The family members of 
the patient with rheumatoid arthritis are his 
most important allies. They should be trained in 
home care and instructed in special techniques 
of treatment. They should understand the na- 
ture of the disease, and participate in the over- 
all treatment program. 

Drug treatment includes simple aspirin, 
chloroquin, hydroxychloroquin or plaquenil, 
gold salts by injection, and the cortisone family 
of drugs. Each must be prescribed by a phy- 
sician. Drugs are by no means always used. 
Dosage varies and requires considerable skill 
in prescription to gain the best results and to 
avoid undesirable effects. 


Osteoarthritis 


Osteoarthritis is the relatively mild and usu- 
ally non-crippling form of “rheumatism.” It 
is extremely common and usually constitutes 
little more than a considerable and continuing 
nuisance. The chance of getting it increases 
with age. The weight-bearing joints are more 
commonly involved, but one hereditary form 
of osteoarthritis involves the end and middle 
joints of the fingers. The joints, one by one, 
become painful, tender, and have hard, bony 
swelling. They pass through a painful phase 
and end up as painless but knobby fingers. 
There is deformity, but function is generally 
quite good. Stiffness in sitting is characteristic 
of osteoarthritis. Unlike rheumatoid arthritis, 
osteoarthritis causes pain but very little heat 
or redness. It also causes a bony type of joint 
enlargement, not a soft tissue swelling. 


392 


The treatment of osteoarthritis is simpler 
than that of the more severe forms of arthritis. 
This disease is due to a gradual destruction of 
cartilage. Its precise cause is unknown, but it is 
no longer regarded as a simple “wear and tear 
disease.” Heredity appears to play a part in its 
cause. The first step in treatment is to assure 
the patient that it is not a crippling, deforming 
disease. This is often a great relief to him since 
he usually thinks he has a destructive form of 
arthritis. He may have more of a problem with 
fear of the future than his disease warrants. 

Joint rest is important and special exercises 
are needed. Postural exercises are important 
aids in treatment. The body weight should be 
kept down. Drug therapy is kept to a minimum 
and the cortisone drugs are not used. The 
principal drug treatment is aspirin as required. 


Gout 


Gout is one of the first diseases ever de- 
scribed (by Hippocrates in 500 B.c.). It is 
characterized by severe acute arthritis, gen- 
erally affecting one or two joints only. It comes 
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on commonly at night. The pain is extremely 
severe; heat, redness, and tenderness in and 
about the joint are noted and a maximum in- 
tensity of pain is reached in only a few hours. 
It lasts from several days to a few weeks. Re- 
covery often seems to be complete. The pa- 
tient is quite well until the next episode which 
may come weeks, months, or years later. A 
more severe form of gout is a chronic continu- 
ing kind of arthritis. Gout is related to a heredi- 
tary defect in the chemistry of the uric acid in 
the body. The disease is fairly common and 
often presents a problem in diagnosis. 

Gout as a general disease is treated quite 
successfully with one of several drugs which 
speed up the elimination of uric acid. An acute 
attack can also be treated successfully with a 
drug. Treatment must be supervised at all times 
by a physician. 


Collagen Diseases 
Other types of rheumatic diseases are 
grouped under the general heading of collagen 


diseases. Collagen is the term applied to the 


Hand at left is of a person suffering with gout. The large lumps are caused by an accumulation of urate crystals. 
Right, the same hand after treatment with uricosuric agents. If left untreated, urate crystals destroy the joints. 
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supporting connective tissues of the body. 

Bursitis is an inflammation of a bursa or 
pocket (from the Latin for purse) lined with 
smooth lubricating membrane. Such bursae 
are located near joints and where muscles 
slide over each other. Their purpose is to mini- 
mize friction. A commonly inflamed bursa is 
the one near the shoulder. A formerly common 
condition, housemaid’s knee, was due to an 
inflammation of the bursa below the knee-joint. 
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Fibrositis is an inflammation involving the 
fibrous tissues in tendons, joint-supporting 
sheaths, or capsules or muscle sheaths. This is 
variously named tenosynovitis (inflammation 
of tendons), tenomysositis (inflammation of 
tendons and muscle) and lumbago. The latter 
is a form of low-back pain due either to spinal 
disc injury or to rheumatic inflammation of the 
mixed muscle-tendon-joint structures at the 
base of the spine. Because many stresses occur 
here, the area is frequently subject to rheumatic 
influences. 


The Future 


Any arthritic or rheumatic victim should 
consult with his family doctor. In most in- 
stances this is all that need be done to deter- 
mine the type of rheumatic disease and the 
appropriate treatment. Hospitalization may be 
necessary for periods of a few days to a few 
weeks at the onset. The doctor may request the 
consultation of an internist (medical specialist 
in diagnosis and treatment) or a rheumatolo- 
gist (medical specialist in the rheumatic di- 
seases) if the problem is not clear or is unusu- 
ally complicated. There are many clinics in the 
United States where topflight care at little ex- 
pense can be obtained. The Arthritis and 
Rheumatism Foundation maintains lists of 
clinics and doctors specializing in rheumatic 
diseases. 

A nationwide, indeed a worldwide, program 
is carrying on a vigorous organized attack on 
this group of diseases. Faith in the results of 
such a program is justified. Research correlated 
with education and patient care, when done on 
a wide enough scale, will surely result in finding 
the cause of the rheumatic diseases. The sev- 
eral large organizations engaged in research, 
education, and care of the rheumatic disease 
patient have splendid coordination of efforts. 
Before many years all of these organizations 
will have done themselves out of business by 
finding a cure for arthritis; this is their hope 
and goal. 


CHAPTER FOUR 


HEADACHES 


HEADACHE is one of the most common com- 
plaints of 20th century man. Since headache is 
an almost universal complaint, it is a topic that 
almost everyone can discuss from painful, first- 
hand experience. 

Headache, it should be quickly recognized, 
is not a disease by itself, but rather a symptom 
of a disease or a functional disturbance. The 
causes of many headaches are relatively simple 
to discover; others may tax the collective brains 
of topnotch specialists. Thanks to recent re- 
search, the diagnosis of headache has become 
more exact and its treatment more certain than 
ever before. 

In searching for headache causes, a phy- 
sician will require a detailed history and fre- 
quently a complete physical examination of 
the patient. He will ask many questions about 
the nature of the headache—where it is loca- 
ted, whether the pain is sharp or dull, at what 
time of the day it is worse, and whether there is 
a family history of migraine or high blood pres- 
sure. If the patient relates his symptoms ac- 
curately, the physician may find significant 
hints and clues as to where the trouble lies. 
When headache causes are obscure, to arrive 
at a diagnosis the doctor may require various 
tests for the eyes, blood pressure, blood, urine, 
nerve reflexes, and other functions. 


Emotional and Mental Causes 


Tension headaches and headaches of emo- 
tional origin are extremely common, probably 
constituting the most usual cause of headache 
observed by physicians. They occur in so-called 
normal persons as well as those afflicted by 
emotional problems, and they differ in the same 
person on different occasions. In many in- 
stances the emotional difficulty is unknown. A 


considerable time may ensue between a siege 
of worries, anxieties, and fatigue and the actual 
appearance of headache. Headache will some- 
times persist long after the emotional state sub- 
sides. Nor is it necessary for a person to under- 
go a period of emotional upheaval to bring on 
headaches. The chronic wear-and-tear of 
everyday living is enough to tax a person and 
produce his headache. A 

Headaches that occur at regular intervals in 
everyday life are likely to be mental in origin. 
Overly-conscientious professional men and 
women, business executives, and white-collar 
workers are especially vulnerable to such head- 
aches at the end of a trying, demanding day. 
Since the causes are often deep-seated and dif- 
ficult to recognize, emotional or mental head- 
aches account for many headaches dismissed 
casually as being “nervous” in origin. The suf- 
fering that follows can sometimes be as real and 
intense as headaches that are produced by or 
ganic disease. 

Headache victims with emotional problems 
are best treated in the doctor’s office. One of 
his main tasks is to understand the origin and 
development of the complaint in relation to the 
patient’s work, social position, and family at 
tachments. By uncovering the patient's hopes, 
fears, frustrations, anxieties, and ambitions, 
the doctor often can match up the onset i 
headaches with periods of particular emotion 
stress in the patient’s life. +i 

Psychotherapy is an important factor 1n t 
treatment of emotional headaches. panen 
who are given insight into their own rescata 
to daily living can be shown how to reduce 0 
avoid tensions. Reassurance, suggestion, an 
re-education are valuable tools employed i 
physicians to bring to the surface a pee 
underlying emotional conflicts. A huge dose 
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understanding and compassion on the part of 
the doctor helps many sufferers from tension 
headache lead healthier, happier lives. 


Physical Causes 


In contrast to headaches of emotional origin, 
a headache can warn that something is fun- 
damentally wrong with the brain. While it has 
been estimated that brain tumors account for 
only one of every 200 deaths, early recognition 
of this condition is imperative. Failure to dis- 
tinguish the ominous headache from the trivial 
may subsequently cost life. Thus, no chronic 
headache should be dismissed without investi- 
gating the possibility of its having a serious 
cause. 

Headaches due to eyestrain, for example, 
can be corrected by using proper glasses. Still 
others are caused by glaucoma, the condition 
that produces hardening of the eyeball. Al- 
though migraine headaches are never fatal, 
they cause more discomfort than many other 
diseases. Many migraine victims could become 
reasonably comfortable if they would learn 
how to correct faulty ways of living. Of para- 
mount importance is regularity in living— 
regular habits, regular meals, and regular 
hours of sleep. Excesses or overindulgence 
should be cut down or, better yet, avoided. 
Each case of migraine has to be studied by a 
physician to determine its underlying cause. 
Many migraine victims can be taught to reduce 
attacks when the actual roots of their difficulty 
are brought to light. 

Diseases of the nerves leading to the head 
and face, as well as infections of the ear, nose, 
throat, and sinuses, can also cause headaches. 
In addition, some headaches are caused by 
such diseases as influenza, pneumonia, and 
measles; in these, cure of the headaches de- 
pends upon the cure of the underlying infec- 
tion. Finally, acute infections of the nervous 
system—inflammation of the brain, meningitis, 
or polio—are almost always accompanied by 
Severe headaches. 

Recurring pain at the back of the head and 
the upper part of the neck may result from con- 
traction of the neck muscles and scalp or from 
head injuries. Although headache is often as- 
sociated with high blood pressure, its severity 
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is not necessarily related to the height of the 
blood pressure reading. Happily, a number of 
excellent drugs will reduce high blood pressure 
and the accompanying headache. 

In general, a person suffering from severe or 
recurring headaches should consult a compe- 
tent physician as soon as possible. Prolonged 
self-treatment with headache pills or powders, 
which many Americans purchase nonchalantly 
at the corner drugstore, is unwise, for the pro- 
miscuous use of these drugs may give a false 
sense of security and occasionally lead to se- 
rious trouble. 

Aspirin is a safe drug to use and probably 
one of the most effective. For the average per- 
son afflicted by an average headache, one or 
two tablets is all that is required for relief. 
However, some persons with recurrent types of 
headache, especially those without benefit of 
medical attention, will desperately turn from 
one headache nostrum to another without se- 
curing relief. 

Do these concluding words on headache 
make your own head ache? They shouldn’t— 
if you will take intelligent advantage of the 
strides modern medical science has made in 
relieving and curing headaches. 


NEUROMUSCULAR DISEASES 


NEUROMUSCULAR DISEASES affect the mus- 
cles through disturbing the nerve supply which 
keeps the muscles healthy. These diseases oc- 
cur in many different forms, but they are all 
due to similar underlying causes which center 
in the brain and the central nervous pathways 
in the spinal cord. 

Many of these diseases have a hereditary 
basis and most of them are, as yet, poorly 
understood. However, progress is being made 
and it is worthwhile for families to have an 
understanding of these conditions and to know 
that even when no cure is possible, the phy- 
sician is often able to make the patient feel a 
great deal better and help preserve or restore 
muscular function. 


Muscular Dystrophy 


Muscular dystrophy is a chronic disease, 
characterized by gradual wasting away of mus- 
cle tissue. It affects both males and females. It 
more frequently attacks children than adults 
(about 78 per cent of all victims are children), 
and is an inherited disease. In most cases where 
there is no previous family history, the cause of 
the disease is unexplained. Animals may have 
this disease, including mice, sheep, hamsters, 
and chickens. 

The most common victim of the disease is 
the child who develops pseudohypertrophic 
muscular dystrophy. In this type the muscles of 
the legs and lower back are first affected. As 
the muscle tissue disappears, fat takes its place 
and the legs appear to have greater than normal 
muscular development. In the adult, the most 
common types of the disease affect either the 
muscles of the pelvic girdle (lower back, hips, 
and thighs) or the shoulder girdle (the mus- 
cles controlling movement of the shoulders and 
neck). In this latter type the muscles of facial 

expression are also affected so that these pa- 
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tients gradually lose the ability to smile, scowl, 
or grimace; their lips protrude somewhat and 
give the appearance of pouting. 
Diagnosis in the majority of these patients 
may be made by the family physician. Sin 
some of these diseases have a history and ph 
ical findings that are not entirely typical, tl 
family doctor may desire consultation to ma 
certain of the diagnosis. This consulting servi 
is available through 77 active Muscular Dys- 
trophy Association, Inc. clinics throughout 
the United States. At them, specially-trained 
doctors with specially-designed diagn 
equipment and laboratory facilities are usua 
able to make a positive diagnosis as to wheth 
the patient has the disease or not. 
Treatment of muscular dystrophy consist 
of careful general as well as specific meas 
Since there is no known cure (nearly 300 d 
ferent medications have been tested in tre 
ment clinics with negative results), the emp 
sis lies in preventing any complicatio 
associated with the progressive loss of m 
cular activity. 
Due to lack of activity and outside intere 
most patients tend to eat too much. Adding 
to already failing muscles will inevitably spe 
up the weakening process. Thus, patients mi 
avoid any excessive weight gain. Re 
The disease affects the muscles of breathing: 
Patients gradually lose the ability to cough a 
eliminate secretions from the throat and I 
As a result, a common cold to the dystrophi 
as serious as pneumonia is to normal individ- 
uals. Treatment is preventive; influenza va% 
cine should be given annually. Active treat 
ment with antibiotics can help to previ 
infections, especially those of the nose, thro 
or lungs. 
Psychological problems of the dystrop®™ 
vary with his condition. Educational oppor 
tunities and recreational outlets must be P 
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vided. The dystrophic child must not be pam- 
pered. Basically he resents being treated as 
inadequate and, as a result, often becomes hos- 
tile toward his brothers and sisters. Parents not 
infrequently have a strong guilt feeling about 
their dystrophic children; unless recognized, 
evaluated, and guided, this attitude may de- 
stroy the value of an otherwise excellent pro- 
gram of treatment for the patient. 

Patients benefit by physical therapy. It is 
more beneficial for them to receive this treat- 
ment at home rather than at a clinic since fre- 
quent trips to and from the treatment center 
may unnecessarily tire the already disabled pa- 
tient. In the clinics, doctors specializing in 
physical medicine or their trained staffs teach 
the patient’s parents physical therapy methods. 
They can then carry out the program at home. 
The goal of the therapy is to keep the walking 
patient walking and the wheel chair patient sit- 
ting up as long as possible. 

The dystrophic occasionally needs short leg 
braces. Rarely does surgery to correct defor- 
mity provide any benefit. Time lost in convales- 
cence from surgery can result in irreversible 
physical disability. A properly prescribed 
wheel chair is essential to the comfort and se- 
curity of the patient able to use it. The child’s 
wheel chair will have to be changed progres- 
sively to larger sizes as the child grows. 

At least once a year, alleged “break- 
throughs” in muscular dystrophy provide 
headlines in newspapers and magazines. The 
false hope and bitter disappointment following 
these announcements are heartbreaking. Until 
reputable, rigid clinical trials have clearly es- 
tablished the usefulness of a drug, the patient 
must depend upon the physician and/or clinic 
responsible for his care. 

The Muscular Dystrophy Association of 
America, Inc, has nearly 350 active chapters 
that are anxious to assist in the diagnosis and 
treatment of the muscular dystrophy patient. 
In areas where chapters do not currently oper- 
ate, wheel chairs and other equipment may be 
obtained through the Medical Department of 
the national office on prescription by the fam- 
ily doctor. 


Parkinson’s Disease 


For generations Parkinson’s disease was 
known as “shaking palsy”. It first attracted 
serious medical attention in 1817, when James 
Parkinson, an English physician published “An 
Essay on the Shaking Palsy”. There are two 
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Trained physical therapists, like the girl above, show 
the disabled and the handicapped how they can build 
up strength in wasted muscles, and regain capabilities. 


forms of parkinsonism; Parkinson’s disease and 
symptomatic parkinsonism. Parkinson’s disease 
is a particular disease which usually begins after 
fifty years of age, is relentlessly progressive 
over a period of years and accounts for most 
of the individuals suffering from this disorder. 
Symptomatic parkinsonism may occur at any 
age and has been produced by a variety of 
diseases effecting the nervous system, These 
include; epidemic encephalitis (encephalitis 
lethargica), tumors, infections, disorders of the 
blood vessels of the brain and a host of intoxi- 
cants, particularly the tranquilizing agents 
which are used for mental disorders. In Park- 
inson’s disease as well as symptomatic parkin- 
sonism dysfunction is found in the basal gan- 
glia, nerve structures which are nuclear masses 
situated deep in the brain substances. Although 
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the exact underlying mechanism producing 
parkinsonism is unknown, recent studies have 
suggested a deficit of one of the important 
biochemical components of the basal ganglia, 
dopamine. This substance is an important 
neurohormone essential for transmitting nerve 
impulses, is concentrated in the basal ganglia 
and is found in reduced amounts in patients 
dying from parkinsonism. 

The type of symptoms, their onset and rate 
of progression in parkinsonism are extremely 
variable. In general they fit into three cate- 
gories; tremor, muscular rigidity and loss of 
automatic movements which occur in varying 
degrees and combinations. One of the first 
symptoms may be tremor in a particular part 
of the body, usually one of the limbs. The 
tremor is rhythmic and slight at onset but 
gradually increases in intensity and may be- 
come widespread. Along with or soon after the 
tremors begin, muscular rigidity may occur 
with tight muscles that cannot be relaxed. More 
disabling is the eventual loss of automatic 
movements which gives a maskea appearance 
to the face and causes a rapid shuffling gait. 
The combination of rigidity and loss of auto- 
matic movements produces a peculiar, stooped 
posture first described by Doctor Parkinson 10 
his essay. 

These three symptoms—tremor, decreased 
automatic movement, and rigidity—occur 10 
varying degree in different patients. They gen- 
erally increase gradually over the years, more 
slowly in some cases, more rapidly in others. 

A state of helplessness can be postponed in 
some cases by the patient who enthusiastically 
follows a program of medication, special exer- 
cises, and healthful habits. In rapidly advanc- 
ing cases, surgery has been employed. Al- 
though it may relieve certain symptoms, it does 
not stop the progression of the disease process. 

The ideal drug for the treatment of parkin- 
sonism has not as yet been found. However, 
about a dozen drugs are widely used. These 
drugs will reduce the rigidity and tremor of 
parkinsonism if used properly under a physi- 
cian’s guidance. More recently attempts have 
been made to replace the dopamine deficit O 
the brain by administration of those substances 
which are essential for its formation. Although 
encouraging results have been reported from 
initial trials it is not possible at the time of this 
writing to fully assess the value of this form ©! 
therapy. 

Physical therapy is one of the most helpful 
means to relax rigid and frozen muscles. How- 
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ever, since a physical therapist cannot always 
visit the home regularly, it becomes most im- 
portant that the patient carry out a regular 
program of home exercise on his own. Every 
activity, be it work, visiting, shopping, or play- 
ing cards, is exercise and should be engaged in 
to the fullest in order to keep the muscles alive 
and in good working condition. Special exer- 
cises have been devised and can be readily 
taught to patients by physical therapists trained 
in this area. 

Neurosurgeons have been attempting opera- 
tions on the brain in the hope of relieving par- 
kinsonism. Several such procedures devised 
recently may relieve tremor and rigidity, some- 
times markedly. However, authorities agree 
that surgery can help only a limited number of 
Parkinson cases. Patients to be operated must 
be selected individually after complete exami- 
nation and study. 

More than 90 per cent of all patients with 
Parkinson’s disease live at home with their 
families. The family’s goal should be to make 
the patient as comfortable and contented as 
possible in spite of his affliction, to encourage 
him to take part in outside activities and to ex- 
ercise regularly, and to increase their own 
understanding of the disease. 

In an attempt to answer the question, 
“Should the patient be told the nature of his 
illness,” 300 patients were asked their feelings 
on the subject. Almost all felt they should be 
told by their doctor when he was certain of the 
diagnosis. Doing so improves the prospects of 
immediate and intensive treatment and gives 
the patient a better outlook. Doctors feel, too, 
that neighbors and visitors should be told 
frankly and honestly that the patient has Park- 
inson’s disease. 

Since Parkinson’s disease makes for awk- 
ward movements, the home should be arranged 
to minimize falls. If possible, all doorsills 
should be removed, since they are a constant 
cause of stumbling when a patient goes from 
one room to another. It is also wise to remove 
any sharp pointed tables and small pieces of 
furniture that might cause the patient to stum- 
ble. An adequate rail should be installed on 
both sides of all stairways. As an added mea- 
sure of safety, a carpenter could install metal or 
wooden handles on the walls next to all door- 
knobs to give the patient more security in 
standing as he opens a door. If a special chair 
can be set aside for the patient, 2” x 4” blocks 
can be placed under the back legs to make it 
easier to get in and out of. Getting in and out 
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of bed can be made easier by tying a sheet to 
the bedpost and a knot at the other end which 
the patient can grasp to rise to a sitting posi- 
tion. Special elevated toilet seats are now avail- 
able in surgical supply stores; bars at the side 
of the toilet prove helpful to the patient in ad- 
justing his clothes. Bars at the sides of a bath- 
tub or shower are also helpful. 

Since the Parkinson patient can do only one 
motor act at a time, he must learn to adapt 
himself to a new time schedule. For instance, 
he cannot reach for his electric shaver while 
brushing his teeth or he will find that the hand 
being used to brush his teeth will cease to func- 
tion. Dressing can be most time-consuming but 
itis important for the patient to do these chores 
himself in order to keep his muscles in good 
condition. To make it easier for the patient, 
and so that he will continue to do these chores, 
buttons can be replaced by zippers. Elastic 
shoelaces can be tied in place permanently. 
Ordinary neckties can be replaced by clip ties 
which slip under the collar; sleeves of coats 
widened two inches permit the patient to get 
his coat on without help. If room temperatures 
can be maintained a little above average, the 
patient can get along with fewer clothes and 
thus will find it easier to dress and undress. The 
happy and contented patient is one who is com- 
pletely independent of the help of others. 

Working out a proper time schedule for the 
patient, so that he will not be under pressure or 
hurried and yet will do as much as possible for 
himself, requires understanding and coopera- 
tion by both the family and the patient. 

Seventy per cent of Parkinson patients show 
a weight loss during their illness. This weight 
loss can lead to difficulty in standing and walk- 
ing and it deprives the body of important vi- 
tamins which can weaken the bone structure. 
The loss is due almost entirely to the patient’s 
inability to consume enough calories for his 
daily needs. Some of it is caused from his fail- 
ure to finish meals because of slowness. 

To make it easier and more pleasant for the 
patient at the table, his meat should be cut for 
him in advance and other difficult foods should 
either be cut or ground up and served as thick 
soups or meat loaf. Most important, members 
of the family should be encouraged to sit 
around the table and carry on conversation 
rather than leave the patient to finish his meal 
alone or to feel rushed. 

Sometimes it is better for the patient to eat 
lightly at breakfast, follow this with a mid- 
morning snack, a light lunch, something in the 
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mid-afternoon, a moderate meal at supper, and 
a sixth, light meal before going to bed. In this 
way he can eat an adequate amount. 

Patients with Parkinson’s disease usually 
sleep without too much difficulty and fre- 
quently may fall asleep in their chairs while 
watching television or reading. These catnaps 
should be accepted by the family since they are 
good for the patient and rarely interfere with 
his regular night’s sleep. 

Older patients, either because of their age or 
a change in medication, may experience night- 
mares or “hallucinations.” Sometimes these can 
be prevented by keeping a light on at night, 
leaving a radio playing softly, or keeping the 
window open so that the patient is not cut off 
completely from other sounds. Such steps may 
make it unnecessary to cut down on medica- 
tion, which sometimes contributes to the prob- 
lem. 

Patients forced to retire find it necessary to 
develop new hobbies. An occupational thera- 
pist can prove helpful in making suggestions 
and working out interesting activities. Ship 
model construction, metal and leather work, or 
light carpentry have their place and appeal. 
Many patients find new enjoyment in televi- 
sion, radio, records, magazines, and books. 

Travel should be encouraged providing the 
patient has a companion to go along. Auto- 
mobile rides are particularly good since the 
movement of the car tends to relieve rigidity. 
Also, the constantly changing scenery helps to 
raise the patient’s morale. A busy and active 
patient sleeps and eats well and is generally 
happy and contented. 

From the foregoing, it is obvious that the 
family plays an important role in Parkinson’s 
disease. The patient’s physical and emotional 
adjustment to his illness depends to a large ex- 
tent on their support. Many physicians and 
researchers are confident that investigations 
now under way will lead to new concepts as to 
the cause and treatment of Parkinson’s dis- 
ease. Until the proceeds of these studies are 
realized, much understanding and patience, on 
the part of the family as well as the patient him- 
self, is necessary to overcome the obstacles in- 
volved in this chronic illness. 


Multiple Sclerosis 


Multiple sclerosis, one of the most common 
diseases of the nervous system, afflicts between 
200,000 and 300,000 people in the United 
States. It almost invariably affects young peo- 
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ple. While rarely fatal in its early stages, its 
symptoms may get worse and cause prolonged 
disability. 

Multiple sclerosis has no one infallable sign. 
Indications include loss of muscular coordina- 
tion or strength, difficulty in maintaining bal- 
ance, paralysis, tremblings, numbness, tin- 
gling, visual disturbances or abnormal eye 
movement, speech difficulties, or impaired 
bowel or bladder control. Such symptoms re- 
quire medical examination, and each has pos- 
sible causes other than multiple sclerosis. 

Many multiple sclerosis patients seem 
unusually cheerful and remain hopeful and 
optimistic despite their increasing disability. 
Others are severely depressed. Mental symp- 
toms are not common but mental disease is 
rare. 

In two-thirds the first symptoms appear be- 
tween ages 20 and 40, one fifth before 20—and 
as young as six—the remainder after 40. 
Typically, symptoms come and go in the be- 
ginning, occasionally disappearing completely. 
As the disease goes on, however, recovery may 
be less and less complete. Some cases pursue 
a relentless course with no periods of improve- 
ment. In others, symptoms appear suddenly 
and persist without either improving or worsen- 
ing. 

The disease usually differs markedly from 
patient to patient and shows so much variation 
that it is difficult to foretell its course. While 
some victims are completely paralyzed or 10- 
capacitated, many are able to carry on normal 
or near-normal activity. 

Nerve fibers in the brain and spinal cord are 
covered with a fatty substance called the myelin 
sheath which is believed to act as insulation. 
Recent research, using nerve cell cultures, 
shows that some factor in the blood serum 0 
the multiple sclerosis patient reaches a concen- 
tration which damages the sheath and destroys 
or blocks nerve impulses. If this factor con- 
tinues to be present in high concentration, there 
occurs an irreversible damage to the myelin 
sheath. This is seen in autopsy in the form © 
small patches of scar tissue, sclerotic plaques, 
scattered throughout the brain and spinal core. 
It is now believed that the myelin sheath can 
be damaged but regrows and that damage 
early stages of the disease is reversible and 18 
followed by complete recovery from sever? 
paralysis, an occurrence in the disease often 
seen. Improvement in the sheath’s condition 1S 
thus thought to explain periods of improve’ 
ment in the symptoms termed remissions. 
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Patients and relatives must not be influenced 
by dire rumors or tales about other patients. 
Actually, the average life expectancy of a pa- 
tient after the onset of the disease is more than 
25 years. Many patients with mild or even 
moderately severe multiple sclerosis make an 
excellent adjustment and have continued their 
careers. 

Unfortunately, the cause of the disease has 
thus far eluded medical science. Many theories 
about its cause have been proposed: consti- 
tutional peculiarity or congenital predisposi- 
tion; heredity; injury; exposure to heat or cold; 
a germ or a virus; toxins; vitamin deficiencies; 
abnormalities of blood clotting; spasm of blood 
vessels; allergy; even psychological factors. 
None has been proved. 

Of interest is the fact that the disease is most 
common in cold, damp climates. In Europe it 
is found most frequently in Scandinavia and 
the low countries, northern Germany and 
Great Britain. It is rare in the Mediterranean 
countries. In the United States it is more 
common in the northern Atlantic states, the 
Great Lakes region, and the Pacific Northwest. 
It is found more frequently in Canada than in 
the southern United States. However, the dis- 
ease cannot be cured by moving from a cold to 
a warmer climate. 

Certain factors seem to bring on relapses. 
These include general poor health, generalized 
infection, illness with fever, too much exertion 
or undue fatigue, injuries, allergic diseases, and 
emotional upsets. The effect of pregnancy in 
these flare-ups is still a disputed point. 

Once nerve fibers themselves are replaced by 
scar tissue, impulses can no longer be carried 
along them and there can be no recovery of 
function. Consequently, with severe or pro- 
longed impairment, return of function is not 
expected. 

Many treatments have been tried and each 
year new theories of cause and treatment ap- 
pear. But no single cause, no scientific or ab- 
solute treatment, has been discovered. Anti- 
biotics, vitamins, medicines that dilate the 
blood vessels, corticosteroids, and many other 
treatments have been used. None is of proved 
value. The fact that patients often improve 
spontaneously with no treatment makes it es- 
pecially difficult to judge the usefulness of any 
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single approach. 

The best treatment at present seems to be 
that of building general resistance, avoiding 
fatigue and exposure to extremes of hot and 
cold, elimination of exposure to infection (with 
vigorous and adequate treatment when infec- 
tion does occur), and avoidance of the other 
factors that may bring on relapses. Rest is im- 
portant and nutritious meals are essential, but 
there is no real proof that any special diet is of 
value. 

Each patient should be under the care of a 
physician to prevent infection and control any 
distressing symptoms which may arise. 


Myasthenia Gravis 


Myasthenia gravis, which means literally, 
severe muscular weakness, is a rare type of 
muscle disease. It affects principally the mus- 
cles of the eyes, lips, and tongue. Chewing and 
swallowing may be difficult. It generally begins 
during the first half of life, and is often accom- 
panied by an enlargement of the thymus gland. 
This gland lies under the breastbone and nor- 
mally disappears at or just before puberty. Thy- 
mus tumors may accompany the disease. It is 
more prevalent among women than among 
men. 

The general body muscles of victims of the 
disease become tired very rapidly upon exer- 
tion, but recover quickly. The condition may 
be limited to the eye muscles or may involve 
the entire body. The eye symptoms are the 
most common—inability to keep the eyes open 
for long, especially late in the day. There is a 
lack of facial expression and interference with 
clear speech. Double vision may occur. 

The explanation for the muscular symptoms 
lies in a chemical disturbance at the point 
where the controlling nerve enters the muscle 
fiber. Here a substance known as acetylcholine 
is normally set free in the system; in my- 
asthenia gravis it is either not liberated or is 
destroyed immediately afterward. 

All the symptoms are lessened by rest, but 
tend to return very quickly upon exertion. 
Drug treatment is effective in some cases, but 
must be continued. Good results have followed 
surgery in some instances. Many patients live a 
long time, but their lives are full of restrictions. 


CHAPTER SIX 


POLIOMYELITIS 


POLIOMYELITIS has been put to rout as a 
major crippling disease in the United States 
and most other parts of the world. But so long 
as people remain who have not been immu- 
nized against polio, it remains a threat. 

The first known recording of the effects of 
poliomyelitis is found on a plaque which dates 
from about 1300 B.c. It depicts an offering to 
the Phoenician goddess Astarte. The plaque 
pictures a man standing, using the support of a 
long wooden pole. His right leg shows the ef- 
fects of polio. The muscles of the entire limb 
are wasted; the Achilles (heel) tendon is 
pulled upward and thus the foot points down- 
ward instead of being parallel with the ground; 
the hamstring tendons at the back of the knee 
are keeping the knee bent. 

However, there is little historical evidence of 
outbreaks of the disease until the late 19th 
century when it began to appear in European 
countries. From then until the Salk and Sabin 
vaccines were developed, polio epidemics be- 
came an increasingly common problem in 
nations with relatively high standards of sani- 
tation. Although children were the chief suf- 
ferers, adults too became victims. 

A sizeable number of polio victims in the 
United States who have survived the disease 
in recent years still depends upon iron lungs, 
rocking beds, portable chest and abdominal 
belt respirators, braces, crutches, wheelchairs, 
and other aids. In 1964 the National Founda- 
tion-March of Dimes reported that more than 
1,600 patients living at home were dependent 
for breathing upon some kind of mechanical 
aid. The total number of similar patients in 
hospitals or nursing homes was unknown. 

Poliomyelitis is caused by a tiny virus, a 
disease-producing agent that must get inside 
a living cell in order to reproduce. The virus 
generally enters the body through the mouth 
either in food, by hand-to-mouth contact, or by 
inhalation. The virus grows freely in the cells 
lining the intestinal tract. 


There are three specific types of polio virus. 
Each can cause the same disease, but immunity 
to one type does not provide immunity to either 
of the other two. If the virus gets into the nerve 
cells of the spinal cord or brain, it also grows 
and multiplies there, feeding on the nerve cells 
themselves. It directly destroys some of the < 
cells and indirectly injures others. The nerve 
cells that are killed are lost forever, because the 
body cannot grow new nerve cells to replace 
those which are totally destroyed. The nerve 
cells that are temporarily damaged—but not 
destroyed—in time are able to resume their 
normal functions. 

Not all patients infected with polio virus 
become paralyzed. On the contrary, for every 
known case of polio, perhaps 100 to 1,000 
persons have the virus in their systems for a 
limited time without becoming paralyzed or 
without even showing any serious signs of the 
disease. Such persons can pass the virus on to 
others. In many cases, the body’s natural de- 
fenses combat the virus and prevent it from 
reaching the central nervous system. Polio vac- 
cination stimulates the body to do this quickly 
and effectively. 

Paralysis of a particular muscle occurs when 
a majority of the motor cells (the nerve cells 
that control motion) which relate to that par- 
ticular muscle are affected. Weakness results 
when a small percentage of the cells are 
attacked. Weakness or paralysis may be only 
temporary if the nerve cells are damaged but 
not destroyed. 


Signs and Symptoms 


The usual symptoms of polio are headache — 
(especially important in children), fever, — 
nausea, listlessness, upset stomach, and sore — 
throat. In adults, symptoms are likely to be — 
more vague, without fever, but with pain in the ~ 
back, stiffness of muscles, and extreme restais 
lessness. In some cases, children as well as 
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adults are highly irritable and restless during 
the first stages of the illness. 

Because the symptoms resemble many com- 
mon illnesses of children, the presence of polio 
may be unnoticed or receive only slight atten- 
tion. Sometimes the early symptoms disappear 
for several days only to recur with the addition 
of stiffness of the neck and back, plus extreme 
muscle soreness. Higher temperature and pa- 
ralysis may occur. The occurrence of paralysis 
indicates that the central nervous system has 
been invaded. 

If the facial muscles, vocal cords, swallowing 
muscles, and the brain centers which control 
respiration and blood supply are affected, the 
patient has bulbar-type polio. If the muscles of 
the arms and/or legs, back or abdomen, and 
the muscles of respiration are affected, the pa- 
tient has spinal-type polio. A combination of 
these two types is known as spino-bulbar type. 

Because the progression of the disease may 
be very rapid, it is extremely important that 
any symptoms resembling those described 
above be reported to a physician at once, par- 
ticularly if the patient has not had polio vac- 
cine. Close and constant observation of a pa- 
tient suspected of having polio is vitally impor- 
tant, so that life-saving care may be begun and 
his needs be met at every turn. 


Treatment 


Immediate medical attention, bed rest, and 
good nursing are still the most important first 
steps in the care of polio victims. Hospitaliza- 
tion may or may not be necessary, depending 
on the severity of the illness. Some. parents 
wonder if it is better to have their children 
treated at home or in the hospital. This is not 
a simple question, nor can it be given a simple 
answer. A great many factors are involved: the 
Severity of the patient’s illness; the availability 
of help to care for him; the number of other 
persons in the home and their daily care needs. 
The physician alone can determine where the 
most effective treatment and best care can be 
given. 

The physician has a corps of assistants to 
help in polio care: this includes nurses, phys- 
ical and occupational therapists, medical social 
workers, laboratory technicians, and a number 
of other physician-specialists. Polio treatment 
will call for any or all of the following proce- 
dures, depending on the individual patient. 

1. Prompt diagnosis, which involves a phy- 
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sician’s skills and judgment plus laboratory and 
clinical tests and findings. 

2. Good nursing care. The nurse through 
close observation helps the doctor find out 
how sick the patient is. She isolates the patient 
to keep him from giving his disease to others or 
contracting other diseases. She reports changes 
in the patient’s condition, checks his pulse, 
temperature, and respiration. She watches to 
be sure the patient takes the right amount of 
food and fluids each day and keeps him in the 
correct bed position to prevent deformity. 

3. As soon as muscle soreness and spasm 
have been relieved, the physical therapist, 
working with the physician, joins the team 
helping the patient to combat the after-effects 
of polio. First, tests of muscle weakness and 
range of motion of joints are performed to give 
information helpful in planning a treatment 
program. Then the physical therapist works 
with the patient using heat and exercises to 
improve circulation, strengthen weakened mus- 
cles, maintain joint motion, and prevent de- 
formities. If the patient needs to wear braces or 
use crutches or a wheelchair, the physical ther- 
apist helps him learn how to use the equipment. 

4. The occupational therapist, under the 
guidance of the physician, uses creative, edu- 
cational, and recreational activities and human 
ingenuity to help patients get well. Physical 
and mental recovery is the main objective of 
occupational therapy, but a second goal is 
almost equally important—that of helping the 
handicapped acquire a job skill. Occupational 
therapists use a number of methods to help the 
patient increase his ability to feed, bathe, and 
dress himself and to perform other actions that 
he will need in daily living. 

5. Medical social work is a professional 
service to patients, physicians, treatment in- 
stitutions, and the community. Acute polio- 
myelitis presents special problems such as 
greater than usual anxiety and confusion about 
diagnosis, fear of death in the early stages of 
the illness and of permanent disability later, 
distress over disfiguring and physically limiting 
handicaps, and loss of function as a wage 
earner or mother in the household. After the 
acute period, crippling and prolonged treat- 
ment present other problems. The social 
worker is helpful in aiding the patient and his 
family meet those problems. He can also help 
in the practical planning required to meet 
physical, vocational, and financial needs and 
adjustments. 

During the acute phase of polio, supports 


and splints may be used to help keep the pa- 
tient’s body, arms, and legs in good alignment 
so that deformities will not occur. When the 
patient begins his exercise and activity pro- 
gram, splints and braces are used to protect 
weakened muscles, to keep body parts in good 
alignment, and to help improve the functional 
ability of arm, leg, and other muscles. Some 
patients with severe paralysis will need braces, 
slings, wheelchairs, and the like for the rest of 
their lives to perform daily activities and to 
have the endurance needed to help care for 
themselves. 

A respirator is used when the polio virus has 
attacked the nervous system in such a way that 
the normal movement of the muscles of breath- 
ing are interfered with. In about 15 per cent 
of paralytic polio patients, an iron lung or other 
respiratory device may be needed. If a patient 
is placed in the tank respirator (iron lung), he 
is usually “weaned” from it with use of the 
rocking bed, chest respirator, or abdominal 
belt respirator. Comparatively few patients re- 
quire this type of treatment permanently. 
About 7 out of every 10 patients whose breath- 
ing is affected can eventually learn to live with- 
out mechanical breathing aids. A high percent- 
age of the respiratory patients eventually 
return to their homes, and often to their jobs. 

Certain patients will benefit in the later 
stages of their recovery, or children after cer- 
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tain stages of growth, from surgery. The ortho- 
pedic surgeon’s concern is to eliminate de- 
formities or prevent them; to restore usetut 
function or to assist in its restoration; and to 
eliminate the need for appliances. S 
The entire rehabilitation team of medical 
and other specialists plans a program of home 
care for the patient, with him and his f 
taking part, so that the patient’s life may be 
comfortable and enjoyable as possible. 
family is taught how to care for him, allow 
him to do what he can for himself. His do 
and other health professionals visit him p€ 
odically to make changes in his program 
they are indicated. Community resources 
called upon to assure that all of his needs 
being met—emotional, social, educationa 
vocational, and physical. 


Immunization 


There are now two vaccines to prot 
against paralysis from polio. Both vaccines 
effective and are being used at the discretion 
individual physicians and public health © 
cials. Your doctor or your local health dep 
ment can advise you on this question. 

Polio vaccine prevents paralytic polio 
stimulating the production of antibodies. 
antibodies combat the polio virus as it en 
the blood stream and thus prevent the 
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from reaching and destroying or damaging 
nerve cells. 


The Salk vaccine, in use since 1955, is given 
by injection. It contains killed polio virus of all 
three types. Each dose, therefore, provides 
some protection against each of the three virus 
types that cause polio. Four doses of the avail- 
able commercial product are necessary to pro- 
tect most persons. 

The Sabin polio vaccine is taken by mouth. 
It contains selected live but weakened polio 
virus. A separate vaccine is used against each 
of three polio viruses. Each dose, therefore, 
provides protection only against the type of 
virus it contains. For full protection, each of 
the three types is usually taken separately and a 
booster dose containing all three types is rec- 
ommended, especially for infants. 

The oral polio vaccine when swallowed must 
multiply in the lining of the intestinal tract. It 
then stimulates the body to produce antibodies 
in much the same way as does the killed polio 
virus vaccine or natural infection. 

The year 1963 marked the virtual dis- 
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appearance of epidemic poliomyelitis from the 
United States. In 1964 there were 91 paralytic 
cases reported, and in 1965 only 61. No cases 
were reported in twenty-nine states in 1966, 
but there were 102 paralytic cases reported as 
a result of an epidemic in southern Texas. The 
anticipated record in 1967 will be approxi- 
mately thirty paralytic cases. 

The devastating effects of paralytic polio on 
its victims are still very real. The one protec- 
tion parents can offer their children is to take 
advantage of the Salk or Sabin vaccine. If a 
child shows symptoms which resemble those 
caused by a polio virus, a physician should be 
seen promptly. 

The goal for those physically disabled by 
polio is to live a normal life in the environment 
in which they belong. It is natural that physical 
suffering should be accompanied by emotional 
distress in the face of crippling. Yet, polio pa- 
tients frequently seem to make a good psycho- 
logical adjustment if other emotional factors 
are not involved, and if there is wise and help- 
ful guidance along the way. 


CHAPTER SEVEN 


STROKE 


STROKE HAS COME TO MEAN a variety of 
things, but in general the term refers to sudden 
brain damage caused by a hemorrhage of a 
blood vessel in the brain, a thrombosis or clot 
formed by hardening of the vessel walls, or an 
embolus, a clot that gets into the blood stream 
from another diseased or injured part and 
blocks a brain artery. The brain area affected 
stops functioning and causes the symptoms re- 
lated to this loss of function. 

Stroke affects not only older people; a high 
percentage of the death and disability it causes 
hits people between the ages of 30 and 64. 

In ancient times, victims of a stroke were 
thought to have been “struck down by God.” 
Today, one eminent scientist says that the af- 
fliction is often only a stroke of bad luck. If 
treated successfully during the acute stage, the 
patient may live a useful life for many years. 
Perhaps the term stroke persists because the 
illness it causes is so dramatic in its abruptness. 

Estimates are that more than 1,800,000 
people in the United States have been crippled 
by strokes caused by the blood vessels supply- 
ing the brain alone. Strokes take more than 
170,000 lives a year. Hardening of the arteries 
in the brain which is related to stroke, is the 
second leading cause of first admissions to state 
mental hospitals. 

The seriousness of brain damage from 
strokes can be realized by comparing strokes in 
the brain with those in other parts of the body. 
For example, if a small clot lodges in the lung, 
the lung is not severely handicapped because 
all its parts perform the same function and can 
enlarge if necessary to make up for the injured 
portion. In the brain, a small closure in an ar- 
tery that relates to such a specialized function 
as speech or movement of limbs can destroy 
that particular function. Victims of heart at- 
tacks often survive because auxiliary blood 
vessels quickly appear to send life-giving blood 
to the injured part. However, extensive re- 
search has been able to show little, if any, re- 


406 


covery capacity of the brain, which is our most 
delicate and our most prized possession. 


“Little Strokes” 


An often unsuspected cause of mental and 
physical incapacity is a series of “little strokes.” 
These may start when a person is in the 30’s or 
40’s striking silently at night or passing almost 
unnoticed as a sudden dizzy spell, a momentary 
blackout, or just a few moments of confusion. 
The stroke itself is not severe enough to compel 
the patient to seek medical aid, but some per- 
manent brain damage remains just the same. 

A formerly kind, gentle person may sud- 
denly become highly impatient and irritable 
with little cause. His judgment is often im- 
paired, and a strong man may become weak 
and be prone to tears. Suspiciousness is com- 
mon. A person who has had a tendency toward 
emotional instability, held in check hereto- 
fore by will power, may suddenly develop a 
psychosis. Some become sloppy in dress and 
befuddled in thought, others lose their moral 
sense and become involved in sexual indiscre- 
tions. Sometimes the victim merely loses inter- 
est in his family and friends and lives se- 
cretively, constantly hiding things that through 
forgetfulness he cannot later find. 

When symptoms are mild, as they often are, 
the person may get along very well, provided 
he doesn’t live in a city, Surveys show that a 
sufferer of cerebral vascular disease can get 
along better in the slower-going farm am 
small-town areas. Fast city living, with its dash- 
ing cars, hustling pedestrians, and tight time 
schedules, serves only to confuse a tired, 
slowed-up mind and body. The situation 1$ 
complicated even more because city dwellers 
are reluctant to admit they want to slow down. 

Our lack of natural defenses for the brain 
makes the problem of a series of small strokes 
one of the most difficult ever tackled, but med- 
ical authorities believe that it can be solved. 


STROKE 


The most popular experimental approach is 
that of finding ways to prevent strokes. Tenta- 
tive results show that scientists may be on the 
right track in recognizing early symptoms and 
treating them so that disastrous effects can be 
avoided for many years. 


Research into Stroke 


The dimmest view has been taken of brain 
hemorrhage, which because of its abruptness, 
may cause death in a short time. But experts 
feel that if a patient can be treated quickly, he 
may survive and enjoy a long, useful life. In 
studies made, 80 per cent of stroke victims had 
had high blood pressure. This would seem to 
indicate that a vital artery breaks after long 
pounding by too much pressure. Though often 
claimed in recent years, no real cure for high 
blood pressure has been found. However, sev- 
eral new drugs do lower blood pressure and 
much has been learned about how a calm way 
of life will lessen both tension and hyperten- 
sion. Recently it has been shown to be of great 
value for people with a family record of hyper- 
tension and cerebral hemorrhage to take pre- 
cautionary measures long before their blood 
pressure climbs to the danger mark. 

Among such precautions should be regular 
medical supervision, diet and weight control, 
carefully considered activities, and moderation 
in all phases of living. The use of tobacco in the 
presence of arterial disease should be governed 
by medical advice. (See also Part XII, Chapter 
Three.) 

The other fairly common cause of massive 
brain hemorrhage is a ruptured aneurysm or 
break in the wall of an artery which was not 
properly formed before birth. In a study of 143 
Tuptured aneurysms, the ages of the patients 
ranged from 18 to 89, but almost half were be- 
tween 40 and 59 years. Only one third died 
within the first 48 hours after their stroke. 

Since none of the breaks occurred in persons 
under 10 years of age and their number rises 
With age, these doctors suspect that it often 
takes hypertension and arteriosclerosis to bat- 
ter down the weakened vessel. Otherwise, the 
accident would have occurred much earlier. 
With modern x-ray techniques giving knowl- 
edge of blood vessels and lymphatics, the aneu- 
Tysms can now be detected when they first 
Cause trouble, and measures can be taken to 
prevent their recurrence. 

Once a hemorrhage has occurred, it presents 
a problem similar to that of any foreign body 
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and can sometimes be treated surgically. Since 
certain heart, lung, and other conditions are 
known to throw off clots that may lodge in the 
brain, they can often be anticipated and pre- 
pared for. 

A thrombosis or closing of a cerebral artery 
by a clot caused by arteriosclerosis comes com- 
paratively slowly, incapacitating the patient 
gradually over a period of a day or two, in con- 
trast to the instant striking of a hemorrhage. 

Little strokes may have occurred when peo- 
ple over 38 have mental or nervous symptoms 
that seem too severe for the slight abdominal 
discomfort they feel, when nervous symptoms 
occur suddenly with no background of insta- 
bility, or when there are changes in character 
and performance after a fall or dizzy spell. 
Since these small episodes may start at an early 
age, they often progressively incapacitate the 
victim for 20 or 30 years. 

The stroke problem is almost overwhelming 
because of its many facets and its conflict with 
our modern, urban way of life. Only a begin- 
ning has been made in the recognition of types 
of cerebral disease, in treatment, and in appli- 
cation of rehabilitation ‘measures. But with the 
great strides that have been made with coro- 
nary disease—which in some ways is similar— 
the full weight of scientific effort and knowl- 
edge is behind the research against one of 
man’s oldest and most feared afflictions. 


The Stroke Victim 


In carefully considering all aspects of the 
disrupted living pattern among stroke victims, 
it becomes obvious that the entire household 
can be affected. The time sequence for recov- 
ery may be long and laborious for each member 
of the family group. All of a sudden the patient 
has an extremely short memory and marked 
difficulty in understanding and expressing both 
oral and written language, combined with a 
degree of paralysis. When we consider these 
facts, it seems reasonable to assume that there 
will be some drastic difficulties in adjustment. 
When such patients are subjected to a whole 
series of unreasonable demands, they may have 
no choice but to voluntarily withdraw from 
contact with other people. 

Many people with brain damage may re- 
acquire useful and satisfying life patterns. A 
significant number of stroke patients have been 
as young as 20 years of age. Such individuals 
most certainly are not of an age when their con- 
tributions to society have been completed. The 
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rehabilitation program will be hampered if the 
well members of the patient’s family are not 
thoroughly informed and assisted in aiding the 
recovery process. All problems involving 
speech disturbances seem to have an undeni- 
ably negative effect upon personality adjust- 
ments. These, in turn, often markedly interfere 
with language recovery. 

If such patients are to be helped, the entire 
family must be aware of its own relation to the 
problem. Many people strongly resist advice 
and especially criticism or what they regard as 
nagging. It is easy to condemn such persons, 
without realizing that we ourselves may be at 
fault in the manner in which we approach the 
patient. It is difficult for a normal member of 
the family, who may have many problems of 
his own, to understand that the brain-damaged 
relative has many more problems than the nor- 
mal person can possibly imagine. Success in 
helping the patient to adjust can be expected 
only when relatives thoroughly comprehend 
the personality changes which result from dam- 
age to the brain tissues. 


Effects of Brain Damage 


When a stroke patient first returns to his 
home after hospitalization, he may appear to 
be extremely happy and unconcerned about his 
condition. It is difficult for both the patient and 
his family to recognize immediately the nu- 
merous deficiencies that have resulted from 
damage to the nervous system, 

Once the patient begins to recognize his own 
physical, emotional, and communication de- 
ficiencies, he may begin to show despair. At this 
point, the family must be careful not to be dis- 
couraged. Professional guidance to hasten 
their understanding of the patient's over-all 
condition will help. Unrealistically high goals, 
continually forced upon such a patient, most 
often result in his refusal to try, accompanied 
by a complete rejection of the household. The 
growth of his anxieties drastically interferes 
with retraining. 

It is necessary for the family to carefully 
regulate conversations with the patient. Ab- 
stract ideas may be extremely difficult to talk 
about because of the patient's reduced ability 
to express and understand spoken language. A 
simple vocabulary must be used, along with 
frequent references to the topic being dis- 
cussed. A short memory complicates the pa- 
tient’s language abilities. 

The patient’s persistence in frequently te 
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peating the same conversation is involuntary 
and should not be interpreted as purposeful 
nagging. He may, for example, be concerned 
with the fact that fuel for heating the home is 
extremely low and repeatedly instruct the 
household members to order more fuel. Even 
though he may have heard repeated explana- 
tions that fuel had been ordered the day before, 
it is possible that within a matter of two or 
three hours he may again make the same re- 
quest. Many times such patients eventually 
come to understand their own memory inade- 
quacies when the family has had the patience 
to accept such behavior. 

It is important to keep in mind that the pa- 
tient may be disgusted with himself as he begins 
to recognize his memory failures. Certainly, he 
condemns himself enough without having his 
frustrations increased through unkind com- 
ments from those about him. When he is re- 
peatedly blamed for his unavoidable forget- 
fulness, he has no choice but to develop deep 
and morbid depressions. The family may need 
professional counseling to assist them to accept 
unusual behavior in an unruffled manner, thus 
providing an opportunity for the patient to im- 
prove his insight into his own behavior. 

Disrupting factors in our daily lives bring on 
feelings of helplessness, hopelessness, and ex- 
haustion even in normal persons. The stroke 
patient, as may be readily understood, fre- 
quently develops such feelings. This is apt to 
occur as he acquires longer memory spans for 
they may tend to increase his consciousness of 
his failures in physical and social activities. 

Many of our basic attitudes toward our hus- 
bands or wives depend upon our ability to ex- 
press maximum affection toward them. The re- 
establishment of a stable relationship between 
a stroke victim and his or her husband or wife 
may depend upon their achieving an adequate 
sexual relationship. A short memory span may 


handicap the patient in doing this. A vast num- 
ber of patients, both male and female, have 
described difficulties in concentrating upon 
even this basic drive. Such failures can create 
marked emotional problems for both partners. 

Unless the normal sex partner has a good 
understanding of the recovery that is likely to 
come, it is possible that he or she will develop 
a frigid attitude toward such relationships. This 
reaction can have a severe effect upon the pa- 
tient’s total recovery. 

Many stroke patients object to visits by 
friends and relatives. They often withdraw im- 
mediately from the living room upon the arrival 
of visitors. This reaction may be due to their 
inability to control emotional outbursts, toilet 
problems, or conversation. If at all possible, 
friends and relatives should have careful guid- 
ance concerning their conversation. They 
should especially be warned to avoid negative 
comments about the patient’s condition and 
welfare. Often they will begin a conversation 
with the patient and then find that his re- 
sponses are unrelated to the topic being dis- 
cussed. When this occurs, visitors should then 
direct their conversation toward other family 
members. 

If at all possible, the family should prepare 
their friends and relatives for contact with the 
patient. They must advise them to allow the 
patient time to respond, to avoid topics that 
may upset him, and to do their utmost to allow 
the patient to take part in the conversation. 
The better the visitors understand the situation, 
the less will they fear the patient. As a result, 
they will assist in improving the patient’s social 
relationships and in building his self-confidence. 
Everyone should treat the patient with as much 
courtesy and consideration as they would have 
before his illness. 

The well members of the immediate family 
must be aware of the patient’s reactions to 
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what he may hear and see regarding himself. 
The family must keep in mind that the patient 
needs frequent periods of emotional “ventila- 
tion.” Such outbursts are often his chief means 
of gaining emotional relief. If the patient has 
no one to listen to him, his only alternative may 
be to withdraw completely from all activities. 
Doing so will, in the long run, greatly reduce 
the degree of his recovery. 


Language Recovery 


The ability to use and understand language 
is the key to successful social adjustment. Com- 
munication is far more than precise articula- 
tion of speech sounds. Improvements in clear 
articulation are most likely to develop after the 
patient has had an opportunity to re-acquire a 
meaningful vocabulary for expressing himself 
and understanding others. This involves the 
patient’s recall of words and phrases which he 
formerly knew, rather than learning new ones. 

Communication can exist only when we have 
a need to express and understand ideas. Too 
often, families of stroke patients tend to over- 
protect them, to give them too much help. 
Many people have the habit of completing the 
spoken sentences of even well people. We are 
much more likely to do so with a family mem- 
ber who has suffered a marked reduction in his 
ability to speak with normal speed. Because we 
often guess wrong as to what he means to say, 
we thus often complicate his problem. When 
we persist in this practice, most patients have 
no choice but to withdraw completely from 
any attempt to converse with others. 
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We should calmly await the patient’s com- 
pletion of his communication unless he indi- 
cates a need for assistance. When the patient 
does forget a key word, he is completely 
thwarted in finishing his expression. While it 
is true that he may say that he knows the words 
but can’t get them out, he quite likely means 
that he is mentally picturing an activity, rather 
than specific words to describe such thoughts. 
When a list of words is presented, he often rec- 
ognizes an appropriate word for which he has 
been searching; then he can finish what he 
started to say. To help him best, his family 
should patiently await his request for help and 
then be ready to give it to him. 

Unless the patient must be confined to his 
bedroom, he should be, as much as possible, 
in an environment that encourages him to use 
language. If this is done in an easy and casual 
manner, it is quite likely that, with time, he will 
demonstrate a gradual and even sometimes 
dramatic recovery in his conversational abili- 
ties. When we help an adult patient as much as 
we do our children to start to use language, the 
entire household will be far more relaxed. 

To help the patient relearn emotional con- 
trol, he should be allowed to complain. If he 
has no one to listen to him, his only alternative 
may be to develop deep depression. This will 
greatly slow down his recovery. 

Finally, and most important, the family must 
be provided with continued professional coun- 
seling. The better we understand the circum- 
stances of any situation, the less we fear what is 
to come. Consequently, we may effectively pro- 
vide realistic guidance for the patient. 


CHAPTER EIGHT 


CANCER 


CANCER is perhaps the most feared of all 
diseases, yet among doctors or researchers it 
does not inspire fear so much as respect and 
appreciation of the need for aggressive treat- 
ment. Cancer is, if untreated, fatal; but it is 
curable in most forms if treated promptly and 
properly. 

One third of all cases of cancer in the United 
States are being saved today. In 1968, there 
were 1,400,000 Americans alive who had been 
cured of cancer. That is, they had survived, 
free of the disease, for at least five years since 
treatment. Another 700,000 American men, 
women, and children who have been treated 
for cancer during the past five years will live to 
join the ranks of those cured. 

Nevertheless, the full possibilities of cancer 
treatment are far from being realized. About 
315,000 people in this country will die of can- 
cer in 1968. The gap between potential cure 
and real cure is not solely a medical problem; it 
is also a communication problem. Not enough 
people know cancer’s Seven Danger Signals 
or heed them promptly. Not enough people 
have annual health examinations. Too many 
resist going to the doctor when they think they 
might have cancer, usually out of fear caused 
by lack of information. 

Cancer is a disease characterized by an un- 
restrained growth of abnormal cells which, if 
untreated and unchecked, eventually destroy 
the patient. There have been only 103 known 
and proved cases of cancers that have cured 
themselves. This is such an extremely small 
number, fewer than 1 in 100,000 cases, that 
if offers no alternative to anyone who hopes to 
be cured. 

Since cancer attacks all living things, a wide 
variety of creatures has aided human science 
in its pursuit of cancer’s causes and cures. 
Bumblebees, bread mold, the fruit flies, whales, 
snails, and monkeys have all been “guinea pigs” 
in testing the use of hormones and chemicals or 


reactions to viruses, x-rays. The ugly toadfish 
is a cancer hero, for it is the toadfish’s simple 
kidney and insulin-producing mechanism that 
has made it possible for researchers to observe 
blood sugar changes caused by an anti-cancer 
drug. Even trees, ferns, clams, and salamanders 
are helping researchers run down cancer clues. 
Ultimately, of course, the treatments must be 
tried on man himself. And in this field num- 
berless anonymous volunteers have written an 
heroic chapter in medical research. 


Types of Cancer 


There are two main types of cancer. That 
which arises in muscles, bones, tendons, carti- 
lage, fat, blood vessels, or lymphoid and con- 
nective tissue is called sarcoma. A cancer 
originating from surface cells of the skin or 
cells which line the internal organs is called 
carcinoma. 

Cancers cause death by spreading. First they 
invade surrounding tissue; then, in the process 
called metastasis, they travel through the 
lymphatic (tissue-fluid circulation) or blood- 
vessel systems to other parts of the body where 
they take root and destroy normal tissue. 

There is no race of man or any species of 
life that is free of cancer; nor is any part of 
man’s body immune to the disease. However, 
more American men than women die of can- 
cer; the ratio is 55:45. Some cancers are ex- 
tremely fast growing, doubling in size in as 
few as 30 days, while others grow slowly, tak- 
ing many months or years to begin to travel 
beyond their starting point. 

Cancers are most readily curable when they 
are treated while still confined to their original 
sites. They are less easily curable when they 
have invaded nearby tissue and least curable 
when they have traveled farther, or metasta- 
sized. Thus, the key to cancer cure is early de- 
tection and treatment. As might be expected, 
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this is easiest with the most visible cancers. 
Skin cancer, except for melanoma, is the most 
curable form of cancer because it is so readily 
detected and accessible to treatment. The cure 
rate of skin cancer in the U.S. is 93 per cent. 


Causes of Cancers 


Many causes of cancers are known. For ex- 
ample, it is now accepted by most medical 
authorities, that excessive cigarette smoking is 
the major cause of lung cancer. The death rate 
from this disease, which was extremely rare in 
1900, has increased more than 90 per cent 
since about 1930. Other countries in which 
cigarette smoking is widespread have had an 
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equal or even a greater increase in lung cancer 
deaths. Excessive smoking is also believed to 
be implicated in cancers of the bladder, mouth, 
throat, and larynx. (See also Part XII, Chapter 
Three. ) 

Other cancers are caused by certain dyes and 
other chemicals, heavy metals, and overex- 
posure to x-rays and sunlight. 

The first environmental cause of cancer was 
discovered by a British doctor in the 19th cen- 
tury. He found that cancer of the scrotum in 
London’s chimney sweeps was caused by the 
soot that lodged in the skin of the scrotum. 

Ever since 1940, when Dr. Francisco 
Duran-Reynals of Yale University stated his 
belief that some human cancers were caused by 
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viruses, an increasing amount of work in this 
field has tended to lend weight to this theory. 
Although no human cancer viruses have yet 
been isolated, viruses that cause different can- 
cers in mice, hamsters, chickens, and rabbits 
have been found. 

Dr. Charlotte Friend of the Sloan-Kettering 
Institute in New York City has discovered a 
virus that causes leukemia in mice. Using this 
virus, mice have been immunized against leu- 
kemia, or cancer of the blood, with some de- 
gree of success. This limited success in the field 
of animal experimentation holds real hope for 
human beings. The electron microscope has 
shown Dr. Leon Dmochowski and Dr. John A. 
Sykes of the University of Texas Medical 
School virus-like particles in leukemic cells of 
mice, chickens, and men—particles that ap- 
pear to be strikingly similar. Thus, if a mouse 
can be inoculated with a virus against leuke- 
mia, it may be possible to do the same for man 
—providing that the human leukemia virus can 
be found and a vaccine created. To this end, 
much experimentation on leukemia viruses is 
being carried on. Other scientists have been 
experimenting with limited success with vac- 
cines made from cancer patient’s own tumors. 

The occurence of cancers in several mem- 
bers of the same family has led to much thought 
about the part heredity might play as a cause. 
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Biologists have been able, though with diffi- 
culty, to breed a cancer-susceptible strain of 
mice. However, except for a few rare types of 
cancer, most authorities at the present time 
agree that there is no real evidence to call 
heredity a cause of cancer. The fact that several 
cases occur in a family is regarded as a coinci- 
dence due to the increasing frequency of the 
disease in an aging population. 


Common Sites of Cancers 


Breast Cancer: The leading cause of death 
from cancer among women in the United States 
is breast cancer. An estimated 65,000 new 
cases occur each year. There are over 28,000 
that are fatal. One out of every 15 women will 
have the disease in her lifetime. The common 
type of breast cancer affects a gland. It is most 
curable when found while still small in size and 
confined to the breast. Hence, detecting it early 
is extremely important. 

This can be done by monthly self- 
examination which any woman can easily 
learn. The American Cancer Society has a film 
available for free showing on this subject. Also, 
regular visits to the family doctor—particu- 
larly if any suspicious lump is felt—are vital. 
Many women with breast lumps wait too long 
to see their doctors. In a Scotland study of sev- 
eral thousand women on whom breast cancer 
surgery was performed, the average size of the 
tumor was a little over an inch, three times the 
size of the smallest lump that can be felt. 

Lung Cancer: The leading cause of cancer 
deaths in American men is lung cancer. Over 
55,000 deaths are recorded in the United 
States each year from this disease. Yet, a large 
portion of these deaths could be prevented if 
there were no cigarette smoking. The more cig- 
arettes smoked and the longer they are smoked, 
the greater the risk to the smoker. On the other 
hand, studies show that in those who stop smok- 
ing, the risk of lung cancer decreases directly 
with the length of time they have stopped smok- 
ing. Pipe and cigar smokers who do not inhale 
run little risk of lung cancer, but they are more 
prone to cancers of the lip, tongue, and mouth 
than are non-smokers. 

Lung cancer is cured in only about 5 per 
cent of all cases even though the potential cure 
rate is as high as 50 per cent if operated upon 
in time. Unfortunately, it often gives no clue to 
its presence until it is too advanced for cure. 
Prevention by not smoking is the best protec- 
tion. (See Part XII, Chapter Three.) 
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Top row: With padding in place under her shoulder, and her arm at her 
side, the woman begins the self-examination of her breast by carefully 
feeling the tissues which extend well into the armpit area. She now pro- 
ceeds to inspect the upper outer quadrant of her breast. She makes use of 
the sensitive flats of her fingers instead of the tips, and gives this quadrant 
special attention. Having covered the armpit region and the upper outer 
quadrant, she now goes over the remainder of the outer half of the breast, 
feeling in successive stages from the outer margin to the nipple. Center 
row: Next she raises her arm over her head. Beginning at the breastbone, 
she gently presses the tissue of the inner half of the breast against the chest 
wall, moving in a series of steps from the breastbone to the middle of the 
breast. Here she carefully palpates the nipple area and tissues beneath it. 
Left: She completes the examination of this breast by feeling the rest of 
f the inner half systematically. Along the lower margin she will find a ridge 
1 fiA of firm tissue; this is normal, and should not alarm her. 
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Colon and Rectal Cancers: About 73,000 
Americans get colon or rectal cancer each 
year; the deaths from the disease number over 
44,000. Regular annual physical examinations 


killer of women, the uterine cancer death rate 
has dropped more than 50 per cent in 25 years. 
However, there are 44,000 new cases of this 
cancer each year and 14,000 deaths. The rea- 


which include internal inspection with a lighted 
instrument (proctoscopy) could detect almost 
75 per cent of these cancers soon enough for 
cure. The death rate could be cut by more than 
half if adults would get proper colon and rectal 
examinations, easily performed in a doctor’s 
office, once a year. 

Cancer of the Uterus: A sharp and dramatic 
decline in cancer deaths has taken place in 
cancer of the uterine cervix (neck of the 
womb). Formerly the number one cancer- 


son for the drop in the death rate is twofold: 

1. More and more American women see 
their doctors for regular pelvic examinations. | 

2. More and more are getting the “Pap 
(Papanicolaou) smear test as part of these 
examinations. 

The “Pap” smear test is painless, extremely 
reliable, and inexpensive. It costs no more than 
a hair set or a theatre ticket. The test can de- 
tect uterine or cervical cancer when there are 
no symptoms and while the disease 1s still cur- 
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able, often by x-ray therapy. The lives of thou- 
sands of women have been saved through the 
“Pap” smear test. If every woman took it once 
a year, deaths from uterine and cervical cancer 
could be nearly eliminated. 

Leukemia and Lymphoma: Leukemia kills 
more children under the age of 15 than any 
other cancer, and cancer as a whole kills more 
children under 15 than any other disease. 
Acute leukemia, the form most often found in 
children, was once a fast killer. But since World 
War II, a number of chemical and hormone 
drugs have been developed to treat both leu- 
kemia (a cancer of the blood-forming organs, 
principally bone marrow) and lymphoma (a 
cancer of the lymph glands). The drugs slow 
down the disease for an average of nearly 13 
months in acute cases and much longer in 
chronic cases. Antibiotics and blood trans- 
fusions are also useful in leukemia. 

Chronic leukemia occurs most often in 
adults. There are over 14,500 deaths from 
leukemia each year, of which about 2,400 will 
be children; and over 16,500 deaths from vari- 
ous lymphomas. There are no cures for these 
diseases, but patients can now live under treat- 
ment for months or years, free of pain and dis- 
ability, carrying on their usual activities. 

Cancer of the Stomach: The stomach cancer 
death rate has declined in the U.S. about 40 
per cent in 25 years. The cause of the decline is 
not known, but some scientists believe that im- 
proved nutrition may be one of the reasons. 
The symptoms of stomach cancer are lack of 
appetite, persistent indigestion, nausea, and 
vomiting. As in other forms of cancer, delay or 
self-treatment can be fatal. It is the patient’s 
responsibility to bring symptoms which may 
mean cancer to the attention of a physician 
within two weeks. If stomach cancer is diag- 
nosed when it is still small, and before it has 
invaded surrounding tissue, about 50 per cent 
of the patients can be cured by surgery. 

Cancer of the Bladder: Occurring three 
times more frequently in men than in women, 
cancer of the bladder makes itself known first 
by a change in bladder habits or by blood in 
the urine. Blood in the urine is a warning to 
see a doctor immediately. He can examine the 
bladder with a cystoscope and determine what 
course of treatment is required. This may be 
x-ray therapy, the application of radioactive 
isotopes, or surgery. Cancer of the bladder is 
caused by certain dyes, a parasitic infection 
found mainly in Egypt, and, possibly, bladder 
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stones existing for many years and causing 
chronic irritation. 

Cancer of the Larynx: Persistent hoarseness 
is the early sign of cancer of the larynx. It can 
have other causes, but any hoarseness that lasts 
longer than two weeks calls for a prompt visit 
to the doctor for examination of the vocal 
cords. If there is a tumor and if it is small and 
confined to one cord, it may be treated success- 
fully by x-ray or surgery with little damage to 
the speech mechanism. However, if the cancer 
is large or involves both vocal cords, the larynx 
may have to be removed. 

This need not, however, condemn the pa- 
tient to a speechless existence. He may learn to 
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speak with mechanical devices developed for 
this purpose or, preferably, through the tech- 
nique of esophageal speech which consists of 
swallowing air and forcing it out. With this 
technique, people without larynxes can learn 
to speak clearly in a matter of weeks; they can 
use the telephone, talk with friends, and even 
make speeches in public. The International 
Association of Laryngectomees sponsored by 
the American Cancer Society is an organization 
of people who have lost their larynxes to can- 
cer. They offer rehabilitation advice and assist- 
ance to new laryngectomees. 

Melanoma: Melanoma or “black cancer” 
forms in some moles that are subject to chronic 
irritation, such as the shaving area of the face, 
and in special locations such as the feet and 
sex organs. Such moles should be removed as 
precancerous lesions. Any change in a mole— 
ulceration, crusting, or itching—is a warning 
sign of melanoma and the patient should waste 
no time in consulting a doctor. While mela- 
noma grows very rapidly, it can be cured with 
surgery if it is diagnosed early and treated 
promptly. 


Medical Progress 


Medical science has made tremendous prog- 
ress against cancer. Surgery is now much more 
effective than ever. Radiation treatment offers 
many promising new techniques such as super- 
voltage x-ray and other forms of radiation or 
the use of radioactive isotopes of gold, iodine, 
cobalt, and other substances. In drug treat- 
ment, at least 20 chemicals have been found to 
be effective against cancer. Recently, one of 
them (methotrexate) has caused complete dis- 
appearance of widespread choriocarcinoma, a 
rare form of cancer found in women following 
pregnancy. Some patients so treated have re- 
mained cancer-free for more than five years. 

The chemical attack on cancer has been 
aided by the development of ways to use pow- 
erful anti-cancer drugs in quantities and for 
periods of time which add to their potency 
without endangering normal tissues or the pa- 
tient’s life. The basic technique is known as 
perfusion. 

It consists of isolating the circulation in a 
cancerous limb, organ, or entire section of the 
body and injecting into these vessels a chemical 
which attacks the cancer. Thus, the cancer can 
be hit hard with dangerous chemicals without 
damaging the rest of the body. A new technique 
in this area is the abdominal tourniquet which 
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allows the entire pelvic cavity to be perfused 
with cancer-killing chemicals. 

Even an inoperable cancer can be treated. 
The new arsenal of chemicals and hormones 
can help the physician make life livable for the 
inoperable cancer patient. Many people have 
lived for years, even decades, with incurable 
cancers—and lived full, active lives—under 
proper treatment. 


Cancer Quacks 


Radiation and surgery are presently the only 
proved methods of curing cancer; yet many 
Americans do not go to physicians and hos- 
pitals where they can get effective treatment 
for cancer. Instead, they go to quacks. An es- 
timated $100,000,000 is spent in the U.S. 
annually by the public on unproved remedies 
peddled by quacks. They rely on such “heal- 
ers” who peddle unproved and worthless rem- 
edies, which include anything from corrosive 
chemicals to fad diets, and who scoff at estab- 
lished methods of treatment. Thus, sufferers 
often forfeit their chances for cure through fail- 
ure to receive proper treatment. (See also Part 
VII, Chapter Five.) 

The following is a list by the American Can- 
cer Society of six helpful ways to identify a 
cancer quack: 
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1. If a “doctor” offers a cancer treatment 
that he claims is available only from himself - 
beware! 

2. If his treatment bears his own name, or is 
offered in the name of his research organiza- 
tion whose other members, if any, are not 
listed - beware! 

3. If he claims he is being persecuted by the 
“medical trusts” - beware! 

4. If he says that his “cure” is being sabo- 
taged by the medical profession - beware! 

5. If his “cured” patients and greatest sup- 
porters have only his word for it that they had 
cancer when they came to him - beware! 

6. If he refuses or discourages consultations 
with specialists in the medical profession - 
beware! 

There are now more than 900 cancer clinics, 
approved by the American College of Surgeons, 
in the United States and Canada, where proper 
treatment of cancers can be obtained. These are 
within reach of all cancer patients, and there is 
no geographical reason why proper cancer 
treatment should be denied to anyone. Nor is 
there any financial barrier to proper therapy 
that cannot be overcome with the help of vari- 
ous private and governmental agencies. Thus, 
anyone in the U.S. or Canada who avoids or re- 
fuses proper treatment for cancer is doing so 
through personal choice, not through the force 
of circumstance. 
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TUBERCULOSIS is a disease that people 
catch from one another. It has been one of the 
greatest killers in the history of the world. In 
the United States alone, five times as many 
Americans died of tuberculosis between 1900 
and 1965 as had been killed in all the wars in 
U.S. history. 

Not so many years ago tuberculosis was pri- 
marily a matter of death; today it is first of all a 
problem of the living. 

, Until relatively recently there was no specific 
treatment for tuberculosis. The vast majority 
of people who contracted the disease died of 
it. In the survivors, the disease was arrested 
only after months or even years of rest and 
possibly such measures as collapsing the dis- 
eased portion of a lung. 

Today the picture is different. Specific treat- 
ment is available. Drugs have been discovered 
that are remarkably effective against tubercu- 
losis. These, together with improved living con- 
ditions, have greatly changed the outlook for 
tuberculosis. 

Although this outlook is brighter than it was 
only 20 years ago, the advances have brought 
their own complications, Lessening death rates 
are a dramatic story. Less dramatic, however, 
is the story of long months of illness, of the 
passing of the disease from one member of a 
family or other close associate to another, of 
recovery followed by breakdown. Yet this is 
the story behind approximately 50,000 new 
cases of tuberculosis reported in the United 
States each year. 

The total number of known active cases 
throughout the United States is estimated at 
100,000 while about 25,000,000 people are 
infected with the tuberculosis germ. The real 
tuberculosis problem in the United States today 
is to prevent those already ill with tuberculosis 
from passing on their disease to others. This is 
a problem in preventive medicine that calls 


for constructive public health action. But be- 


cause such measures are not so dramatic as 


curing the seriously ill, their importance is often 
overlooked. 


The Disease 


Tuberculosis is an infectious disease that 
primarily attacks the lung, although almost all 
organs can be involved. The specific cause of 
tuberculosis is the tubercle bacillus. Poor social 
and economic conditions are major contribut- 
ing factors. 

Tubercle bacilli are coughed up by people 
with active lung tuberculosis. The microorgan- 
isms are carried through the air on droplets 
expelled in coughing or sneezing. They may 
remain suspended in the air for long periods 
after the droplet itself evaporates. The bacilli 
are breathed in and, under conditions favorable 
to the microorganism, multiply in the lung. 
Bacilli may also gain entrance into the body 
through the digestive tract, but this is rare to- 
day in the United States because of the testing 
of cattle for tuberculosis and the pasteuriza- 
tion of milk. 

Once infection occurs, the body’s defense 
system is set in motion. Unless there is a mas- 
sive invasion of bacilli, the system keeps the 
infection under control and active disease 18 
prevented, for the time being at least. Later, 
if resistance is lowered or there is a new inva- 
sion of bacilli, active disease may develop. 
Most commonly in infants, but also in some - 
adults, the initial infection may lead to a type 
of the.disease that is scattered throughout the 
body. This is known as miliary tuberculosis. In 


_ other cases the infection spreads to the cover 
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ing of the brain, causing tuberculous meningitis. 

Both are serious forms of the disease. 
After the first infection, the body’s cells be- 

come sensitized to the particular proteins O° — 


THE RESPIRATORY SYSTEM 


EPIGLOTTIS (COVER OF WINDPIPE) 


LARYNX (VOICE BOX) 
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the tubercle bacilli. Thus, when an infected 
person is given a skin test with a substance con- 
taining these proteins, he has an allergic reac- 
tion. This is the tuberculin test, a useful tool in 
the hands of tuberculosis specialists. 

In the test a small amount of tuberculin is 
injected between the layers of the skin, usually 
on the forearm. If the individual being tested 
has been infected with tubercle bacilli, within 
48 to 72 hours a hard, raised spot will appear 
at the site of the injection. The uninfected have 
no reaction. It must be emphasized, however, 
that the test makes no distinction between 
infected and diseased persons. Other steps 
must be taken to find out if the infected person 
actually has an active case of the disease. 

There are several alternate techniques for 
the tuberculin test. The choice is made by the 
physician. The principle is the same in all 
methods, namely, the reaction of the tuberculin 
protein upon the tissues of the patient. 

Discovery of the infected through the tuber- 
culin test frequently leads to the discovery of a 
hidden active case. And since most future 
active cases will come from the infected of to- 
day, locating them is essential to starting treat- 
ment to prevent the development of active dis- 
ease. Another important use of the tuberculin 
test is to distinguish tuberculosis from other 
diseases which appear similar to it. 


Diagnosis 


In its early stages, tuberculosis has no out- 
ward symptom. Thus, the disease may be qui- 
etly making inroads while its victim is unaware 
of his infection. Later, he may have fatigue, 
late afternoon fever, night sweats, and cough. 
These symptoms may send the individual to the 
doctor in whose office the vast majority of tu- 
berculosis cases is diagnosed. Meanwhile, 
however, the disease may have reached an 
advanced stage, which is more difficult to cure 
than the early stage. 

Tuberculosis can occur at any age. Tuber- 
culosis in children has been known to occur as 
early as five or six weeks after birth. This pe- 
riod is considered the normal incubation time 
for the disease after exposure to an open case. 

Tuberculosis occurs in two phases, the pri- 
mary phase, which usually heals, and the sec- 
ondary phase which is an extension of the 
primary. Thus, secondary (reinfection) tuber- 
culosis can occur at any age, as can primary 
tuberculosis. 

The early signs of tuberculosis in children 
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are deviations from the normal curve of growth 
and development of the child. Children with 
primary disease may develop tuberculosis of the 
glands, miliary tuberculosis (blood stream in- 
fection), tuberculous meningitis, tuberculosis 
of the bone, tuberculosis of the intestines and, 
in some areas of the world, tuberculosis of the 
skin and eyes. Miliary tuberculosis and tuber- 
culous meningitis are rare today if children 
with primary disease are properly treated with 
appropriate drugs. Tuberculosis of the bone 
also is rare in the United States because this 
form of the disease is usually caused by the bo- 
vine strain of tubercle bacilli, a type of infection 
which seldom occurs in this country as a result 
of our control of tuberculosis in cattle and the 
pasteurization of milk. 

A child with any of these types of tuber- 
culosis is a sick child. He does not eat, rest, or 
grow normally. He may have a feeding prob- 
lem, he may be exceedingly cross and unsocia- 
ble, and he may have trouble sleeping. He also 
may have a low-grade temperature late in the 
day and the early evening, but a normal or sub- 
normal one in the morning. 

Any child deviating from his normal pattern 
of growth should be seen by a physician. Pedi- 
atricians may make a tuberculin test on the first 
visit to the office. If this test is positive but there 
are no other signs of the disease, a chest x-ray 
will be taken. If glands of the neck are swollen, 
this may aid in the early diagnosis of glandular 
tuberculosis. Many times the x-ray will reveal 
enlarged glands in the lungs. 

A child with miliary tuberculosis is acutely 
ill with a high temperature. A child with tuber- 
culous meningitis may be in a coma after sev- 
eral days of illness; a spinal puncture is re- 
quired to confirm presence of disease. Every 
case of a positive tuberculin test in a child 
should be followed by not only medical treat- 
ment of the child, but also tests or x-rays of 
every person who has been in contact with him. 

Children can have tuberculosis of the lung 
at any age. They are not routinely given chest 
x-rays because the first procedure should be a 
tuberculin test. However, if a child has a posi- 
tive tuberculin reaction, he would have a chest 
x-ray. Children should be routinely given tu- 
berculin skin tests, but unfortunately do not 
always get this test. 

Routine chest x-rays are advocated for tu- 
berculin positive adults. Many times the x-ray 
will indicate early signs of disease months be- 
fore such symptoms as fatigue, night sweats, 
low-grade temperatures, and the like appear. 
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The doctor who suspects tuberculosis in his 
patient will, of course, want to x-ray the pa- 
tient’s chest. He will not, however, base his 
diagnosis on the x-ray film alone. If the shad- 
ows on x-ray film suggest tuberculosis, he will 
examine the sputum for tubercle bacilli. He 
may also give the patient a tuberculin test, for 
a negative test will almost certainly rule out 
tuberculosis while a positive one, together with 
a positive x-ray film, is strong evidence of TB. 

Use of the tuberculin test and the chest x-ray 
permits entire communities to identify all posi- 
tive reactors and to treat everyone who is in 
danger of developing the disease. To find the 
unknown cases and see that the affected indi- 
viduals are adequately treated is a public health 
measure of greatest importance in the control 
of tuberculosis. 

It must be emphasized that the amount of 
radiation received from a single chest x-ray 
from a machine kept in good condition is very 
slight, especially in comparison with the danger 
of undiscovered tuberculosis. 

As a safeguard, everyone in the household 
should cultivate good general health habits— 
proper food, sufficient rest and recreation, and 
a well-ventilated home. 


Treatment 


Drugs are the basis of treatment of the tuber- 
culous patient today. The discovery of drugs 
effective in treating tuberculosis constitutes 
one of the great medical advances of the cen- 
tury. None’ of the drugs appears to kill the 
germs, but several stop the bacilli from mul- 
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tiplying and permit the body’s natural healing 
processes to carry on without interference. 

The principal drugs used in the treatment 
of tuberculosis are streptomycin, an anti- 
biotic that came into use around 1945; para- 
aminosalicylic acid (PAS), a synthetic chemi- 
cal compound that has been in use since 1948; 
and isoniazid (INH), also a synthetic chemical 
compound that was first used in 1952. 

Of the three, isoniazid is recognized as the 
most useful. Happily, in addition to its healing 
value, it has other virtues. It is easy to adminis- 
ter (by mouth), it has few side reactions and 
these, on the whole, are mild, and it is inex- 
pensive. PAS is also taken by mouth, but it 
must be taken in large doses and causes stom- 
ach upsets in some patients. It has the least 
value against tuberculosis of the three major 
drugs. Streptomycin must be injected, but there 
are now few toxic reactions as a result of in- 
creased understanding of administration of the 
drug. 
Usually, two of these three drugs are given at 
the same time. Doing so has been found to de- 
lay or prevent the bacilli from learning to live 
with the drugs. 

Because of the chronic nature of tubercu- 
losis, drugs must be taken for a long period; 
at least two years is recommended by the 
American Thoracic Society, the medical section 
of the National Tuberculosis Association. The 
American Thoracic Society also strongly rec- 
ommends that most patients with active tuber- 
culosis have their first period of treatment in a 
hospital. This serves a two-fold purpose. It is a 
good public health practice because it cuts 
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down the chances that the infectious patient 
may pass his disease on to others. It is also an 
advantage in treating the patient to have labora- 
tory testing facilities available at all times and 
to have the patient under constant observation 
so that treatment can be changed if he does not 
respond properly. When infectiousness is under 
control, the patient may be permitted to go 
home but must continue to take his drugs reg- 
ularly and to report to his doctor, clinic, or 
hospital for regular check-ups. 

Bed rest does not play a major role in the 
treatment of tuberculosis today. At one time 
it was almost the only measure available, but 
the proper use of drugs makes prolonged pe- 
tiods of complete rest in bed unnecessary. 
However, bed rest is still recommended for the 
very ill patient or one who may be running a 
high temperature. 

In addition to drugs, surgery may be used in 
treatnient. Surgery is rarely necessary in the 
treatment of tuberculosis today. The so-called 
second-line drugs are used to help the patient 
who does not respond to the first-line drugs. 
With the proper use of these drugs (usually 
used in combination with one or more of the 
first-line drugs) there is seldom need for sur- 
gery. The second-line drugs should be used 
carefully and under close medical supervision. 


Prevention 


The discovery of isoniazid has not only 
helped in the treatment of tuberculosis, but it 
can also be used to prevent the disease. Trials 
undertaken in the Tuberculosis Program of the 
United States Public Health Service have 
shown that during one year of administration, 
isoniazid is approximately 80 per cent effective 
in preventing tuberculosis among groups that 
have greater than ordinary exposure to the di- 
sease. 

The vaccine most widely used to prevent 
tuberculosis is BCG. This is a vaccine made 
from a live, weakened strain of the tubercle 
bacillus named Bacillus of Calmette and 
Guerin, after the two French scientists who 
developed it. The vaccine is recommended 
only in areas where the disease is common, not 
for widespread use. One of its disadvantages is 
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that everyone on whom it is used reacts posi- 
tively to the tuberculin test. Thus, this test loses — 
its value as an indicator of infection. 

Tuberculosis has been one of the most costly 
of all man’s diseases in terms of personal dis- 
ability, economic loss, and costs for care and 
control. Today many lives are being saved and 
patients do not have to languish for years in 
hospitals, but often can return to work while 
taking drugs at home. Even so, the cost of the 
disease is estimated at more than $1,000,000,- 
000 a year in the United States alone. 

The bulk of the money spent comes from 
state, county, or city funds since the control of 
tuberculosis, as of other communicable dis- 
eases, is the responsibility of official health 
agencies. Added to these funds is the money 
spent by the voluntary agencies, particularly 
those affiliated with the National Tuberculosis 
Association, which work with the official agen- 
cies in control and research programs. 

Not so many years ago tuberculosis was con- — 
sidered a hopeless disease. Today there is hope 
not only for the individual patient who is ill 
with tuberculosis, but even for its disappear- — 
ance.in the United States. The outlook in many 
other parts of the world is not so bright. Tuber- 
culosis is still the most serious health problem 
in many parts of Asia, Africa, and South 
America. 

The progress made against tuberculosis is 
due in part to such general factors as improved 
economic conditions, which have resulted in 
less crowded housing, better diets, and better 
ventilation and sanitation. It is due in part also 
to scientific triumphs such as the discovery 
of drugs effective in treating the disease. It is 
also due to broadened ideas about public re- 
sponsibility for health measures, such as the 
maintenance of public hospitals and clinics for 
the diagnosis, supervision, and treatment of 
tuberculosis patients. 

Unless effort slackens, there is reason tO 
anticipate a day when tuberculosis will no- 
longer be a threat to anyone in the United 
States. When that day comes it will be because — 
the public has insisted that efforts be stepped / 
up to find and treat every person with active 
tuberculosis. Only in this way can the chain of 
infection-to-disease-to-infection be broken. 


CHAPTER TEN 


ALLERGY 


PEOPLE HAVE AN ALLERGY when their bod- 
ies are sensitive to substances most other peo- 
ple’s bodies are not. The allergic person may 
have distressing symptoms from what he 
breathes, eats, or touches, while the non- 
allergic person is not troubled by them. The 
normal individual enjoys a bright summer day 
unaware of the tiny, microscopic pollen grains 
in the air. To the allergic person this same sum- 
mer day with its pollen grains means hay fever 
or asthma. The nonallergic person enjoys his 
food. The person allergic to a particular food 
may have, if he eats it, stomach pain, hives, 
eczema, or other skin rashes, asthma, or mi- 
graine headaches. The normal woman can 
enjoy a beautifully dyed dress. The person al- 
lergic to the dye used may develop an intense 
itching rash on the slightest contact with it. 

Whatever it is that produces an allergic re- 
action is called an allergen or an antigen. 


Our Defense Mechanism 


The cells of the body of both allergic and 
nonallergic persons can distinguish between 
“self” and “nonself.” In other words, they rec- 
ognize substances which are identical in com- 
Position with them and accept them as harm- 
less, while they recognize those that differ in 
composition as foreign and potentially harm- 
ful. The latter must be prevented entry. 

Entry of such foreign substances as bacteria 
and foreign proteins is prevented by the surface 
covers which separate the body cells from the 
Outside world. These include the skin and the 
linings of the breathing, digestive, and repro- 
ductive tracts. These coverings actually form 
One continuous sheath. It differs in appearance 
and structure in the different areas, but it is 
alike in separating our internal cells from the 
outside world. 

These surfaces protect the inner cells from 
both dryness and too much moisture, from a 
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loss of our own fluids, from cold, heat, bacteria, 
chemicals, and other harmful influences. 

The first barrier may, however, be breached. 
Skin broken by injury may be invaded by bac- 
teria or the skin may be punctured for injection 
of vaccines, antibiotics, or other medicines. 

Most substances which find entry past the 
outer barriers are foreign to the person’s cells. 
Usually these can be expelled through the kid- 
neys, the intestines, or the lungs without trou- 
ble. Some substances, such as bacteria or pro- 
teins (for example antitoxins), cannot be 
eliminated without being broken down into 
smaller units. The cells of the body are pre- 
pared to do this. 

Certain body cells can manufacture sub- 
stances called antibodies which can combine 
with specific invading foreign material. More- 
over, after such antibodies are first formed, 
they can be manufactured much more rapidly 
with the next invasion of the same or a similar 
material. These antibodies combine with the 
foreign protein and release ferments. These 
split the foreign chemical units into smaller 
units which can be eliminated from the body 
more easily. 

The action of such antibodies is defensive 
and does not harm the body cells. In combining 
with bacteria and viruses, antibodies protect 
the body against harm. However, when anti- 
bodies combine with proteins, the body cells 
themselves are injured in the process of split- 
ting and getting rid of the foreign materials. 
The combination of antibodies with proteins 
results not only in a release of ferments, but 
also of histamine and other related substances 
which injure the body cells and cause illnesses. 
Such illnesses are called “‘allergies.” 

Everyone’s body cells form antibodies which 
react with foreign protein. The same processes 
occur in most lower animals as well. Therefore, 
it can be truly said that all people and most an- 
imals can become allergic if a large enough 
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Typical allergy-producing plants include (from left): short or common ragweed; southern ragweed; and timothy. 


amount of foreign protein gets past one of the 
body’s defensive barriers. The nonallergic as 
well as the allergic person can thus become 
sensitive to any protein. 

The difference between the allergic people 
who make up 10 to 20 per cent or more of the 
population and the remaining 80 to 90 per 
cent, is that they are sensitive to materials 
which come in contact only with the skin and 
other outer coverings of the body. For the al- 
lergic individual to react, these materials need 
not be injected past the barriers. The allergic 
individual is capable of producing special anti- 
bodies called ‘“‘skin-sensitizing” antibodies 
which combine with such foreign material as 
pollen or food protein. When this happens, 
histamine and similar substances are released 
and allergy symptoms occur every time there is 
contact with the offending material. 

Allergic people inherit the tendency to be- 
come allergic. Most of them have allergic par- 
ents, grandparents, uncles, or aunts. However, 
they need not be sensitive to the same sub- 
stances or have the same symptoms as their 
allergic relatives. Only the tendency to become 
allergic runs in their families. If people from 
two allergic families marry, the chances are 
three to one that their children will become al- 
lergic. If only one of the parents is from an al- 


lergic family, the chance for allergy in the chil- 
dren is reduced to one out of two. f 

The symptoms of allergy involve primarily 
the surface linings of the body. Other deeper 
tissues are affected, but most of the symptoms 
that the patient complains about are due to 
changes in the surface coverings. In hay fever, 
the nasal and eye linings are involved; in 
asthma, the lining of the bronchial tubes; 1m 
eczema, the surface of the skin; in allergy to 
foods, the surface of the stomach, gall bladder, 
and intestines. However, when the substances 
causing the allergy manage to pass the surface 
barriers they can also cause allergic symptoms 
in other organs, such as the deeper layers of the 
skin, the joints, liver, brain, or blood. 


The Respiratory System 


The linings of the nose, the windpipe, and the 
bronchial tubes separate the deeper cells of the 
breathing system from the outside world. These 
linings are affected in hay fever and asthma, the 
two allergies of the respiratory system. al 

To most people hay fever means nas 
allergy to pollens, most commonly to the el 
weed pollens of August and September. Na 
people think of hay fever as a seasonal condi- 
tion, affecting the patient regularly during Cè- 
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Animal-related allergies include those caused by dog and horse hair. Hair-stuffed chair may give off allergy dust. 


tain months of the year. This concept tells only 
parts of the story. There are other types of 
nasal allergy which are also common and as 
important as August-September hay fever due 
to ragweed—June-July hay fever due to grass 
pollens, and spring hay fever due to tree pol- 
lens. People in grain-growing areas often get 
seasonal hay fever and asthma during the 
warmer months from the small spores of molds 
which commonly grow on vegetation, The 
dusts created by disintegrated insects can also 
Cause seasonal symptoms. 

Nasal allergies may be caused by many other 
allergens besides pollens. House dusts or the 
dust particles from feathers or animals can 
cause the same symptoms all year around. Hay 
fever symptoms, therefore, may be present not 
only during a certain season, but also through- 
out the entire year. 

Smokers may have allergies to tobacco 
which may be overlooked in the belief that they 
are merely irritations from too much smoking. 
Such allergies may be particularly important 
where the patient’s allergy is expressed as 
asthma or emphysema, both of which are dis- 
cussed later in this chapter. (See also Part XU, 
Chapter Three. ) 

The symptoms of hay fever are familiar to 
Most people. They include sneezing attacks and 
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itching or running nose or eyes. These are the 
familiar symptoms of nasal allergy, but many 
patients have less typical complaints. They 
may complain of a blocked nose because of the 
swelling of the nasal membrane, but have no 
sneezing or itching. If the sensitivity has come 
on gradually and has been present the year 
round for many years the patient may have be- 
come so accustomed to the. blocked nose that 
he accepts it as “normal.” These patients fre- 
quently awaken with a dry mouth because they 
have breathed through their mouths during the 
night. They may have headaches and tempo- 
rary or permanent loss of smell, due to swelling 
of the nasal lining. 

Such patients frequently, but incorrectly, 
think that they have a “sinus condition.” And 
their allergy may at times be associated with a 
sinus infection because the swelling of their 
nasal lining may lead to more frequent colds 
along with sinus infection. 

But sinus infections are secondary and in 
addition to their nasal allergy. At such times 
the clear watery secretion typical of nasal al- 
lergy changes to a thick yellow or green secre- 
tion characteristic of infection. Chronic nasal 
allergy may cause polyps to grow in the nose, 
and may cause mouth breathing that can de- 
form the dental arch. 
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Before nasal allergy can be satisfactorily 
treated, the cause or causes of the allergy must 
be found. It is not enough simply to recognize 
that a person has nasal allergy. The allergic 
person is seldom sensitive to only one thing; he 
is almost always sensitive to many things. He 
may be sensitive to a dog, a cat, feathers, 
molds, pollens—to several or all these things. 
Unless all the causes are determined, the pa- 
tient can be helped only partially or not at all. 

The patient’s story will frequently reveal to 
the experienced doctor the causes for the 
symptoms. Sneezing attacks or a blocked nose 
present only during certain summer months are 
attributable to the pollens present during this 
period. Symptoms present during the entire 
summer may be due to pollens, molds, or in- 
sects or to a combination of these. Symptoms 
present all year around require a more careful 
search for causes to be found in the patient’s 
home or at his work. 

Skin tests with suspected materials, if prop- 
erly interpreted, may help establish the causes. 
Skin tests without a careful history, however, 
are worthless or misleading. A reaction ob- 
tained to dog dander may not be related to the 
patient’s present allergy. The dog that first 
caused the sensitivity may have been disposed 
of years ago and there is no longer a dog 
around to cause trouble. It should be remem- 
bered that allergic patients are inclined to be- 
come sensitive to new things. One must sort out 
the former from the present causes of trouble. 

Let us assume that through a careful history, 
confirmed by skin tests, the doctor finds that a 
patient’s nasal trouble is due to ragweed pollen 
in August and September and to feathers and 
dog dander the rest of the year. How does he 
treat the patient? 

First, he can give him some relief by pre- 
scribing one of the many antihistamine drugs. 
It will be recalled that allergic symptoms are 
caused by the release of histamine in the sys- 
tem. Antihistamine drugs act in just the way 
their name signifies, against histamine. These 
drugs prevent histamine from injuring cells. 
Unfortunately, antihistamines can help only to 
a limited degree. They are not effective when 
a large amount of histamine is liberated and 
when symptoms are more than mild. The phy- 
sician, therefore, takes other measures in ad- 
dition to prescribing these relief drugs. 

Two procedures are open to him: First, he 
advises that offending materials be removed 
from the home if possible. A patient sensitive 
to feathers, dogs, cats, or other substances 
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should not be exposed to them. Rubber or 
synthetic filled pillows can be substituted for 
feathers. Even a small bird can shed enough 
feather dust in a room to make the susceptible 
person miserable. Disposal of pets is occasion- 
ally a trying emotional experience for children 
or even for some adults. Sometimes a patient 
may choose to endure his allergy rather than 
give up a beloved pet. 

Frequently, the patient who is allergic to 
pollens can go away during his hay fever season 
to a place which is free from the offending pol- 
len. If he can’t do this, he can remove the pol- 
len from his environment. Home or room air 
filters may help, as may nose or face masks 
during temporary exposures. 

Second, when the causes of allergy cannot 
be removed or the patient cannot remove him- 
self from them, the doctor may try to reduce 
the patient’s sensitivity by careful injections of 
the offending material. Unfortunately, the 
procedure is not curative, even though it helps 
a large proportion of patients. While the in- 
jections usually must be continued for many 
years, the large number of patients who accept 
this treatment speaks for its usefulness. Severe, 
acute attacks can be controlled with some of the 
new steroid drugs. 


Asthma 


The lining of the nose continues into the 
bronchial tubes. Asthma in most cases is an 
extension of nasal allergy into them. About 40 
per cent of patients who have nasal allergy de- 
velop asthma. The same substances that cause 
swelling and increased secretion in the lining 
of the nose produce similar results in the lining 
of the bronchial tubes. The bronchial tube pas- 
sages become narrower because of swelling of 
their linings, contraction of the muscle tissue 1n 
the bronchial walls, or from plugging with 
thick mucus. These cause difficulty in breathing 
and induce coughing attacks, the major symp- 
toms of asthma. 

As in hay fever, the physician must do more 
than recognize the condition as asthma; he 
must discover its causes. And again, like hay 
fever, the causes may produce seasonal asthma 
due to pollens or all-year-around asthma due to 
many other causes. It should be noted that the 
term “asthma,” which means “breathless,” 38 
a general term used to describe symptoms due 
to causes other than allergy. For example, 
“cardiac asthma” is breathlessness due to 1m- 
paired heart action. 


ALLERGY 


Asthma is a much more serious and much 
more complicated condition than hay fever. 
Years of asthma can produce a variety of ab- 
normal changes and responses. The patient’s 
bronchial tubes become so sensitive to irrita- 
tion that strong odors, cold air, and the com- 
mon infectious cold will produce asthma. 
Emotional tension may aggravate the condi- 
tion and make the patient more prone to 
asthma attacks. Emotional tension, alone, is 
rarely the major cause of the patient’s trouble. 
Instead, like cold air or the odor of fresh paint, 
emotional tension can produce attacks in the 
patient whose symptoms have been present for 
many years and whose bronchial tubes have 
thus become easily irritable. The most feared 
complication of asthma is emphysema, a 
stretching of the lungs which makes the person 
short-winded. 

Because asthma tends to become more se- 
vere and more complicated as it persists, it 
should be taken care of as early as possible. 
The same principles of treatment used for hay 
fever must be pursued even more thoroughly in 
treating asthma. Those causes for the attacks 
that can be removed from the home must be. 
If diet studies and skin tests determine that cer- 
tain foods cause trouble they should also be 
eliminated. When a’ patient is sensitive to sub- 
stances like pollens and molds that cannot be 
eliminated, his resistance to them may be in- 
creased by careful injections as for hay fever. 

Numerous drugs have been developed for 
the relief of asthma. Great relief can be ob- 
tained by the injection of epinephrine (adren- 
alin) solution. This is a potent drug that should 
be used only under a physician’s guidance. 
Ephedrin preparations help mild cases. In 
the past 15 years hormones (ACTH) and 
cortisone-like preparations have given the 
physician valuable relief measures. Hormone 
treatment for asthma should be used cautiously 
and only for as limited a time as possible. 

The question most frequently asked by the 
asthmatic patient is whether a change of cli- 
mate will benefit his condition. Frequently, 
without seeking advice, parents will sell their 
home and leave their work in the hope that a 
warm dry climate will cure a child’s asthma. 
Asthma in children is rarely helped by change 
of climate. Sometimes a child is relieved by an 
escape from pollens or molds to which he is 
Sensitive. But often in such cases the patient 
develops sensitivity in two to three years to the 
Pollens of his new environment. 

The patients who are helped by warm, dry 
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equable climate are those whose asthma is due 
primarily to chronic bronchial infection or 
those who have had asthma for many years 
and are affected by cold air. These patients are 
usually older people whose asthma occurs pri- 
marily in winter. 

The allergic conditions of the respiratory 
tract have been discussed in detail because of 
their importance. Three other surface cover- 
ings are left to be considered: those of the uri- 
nary tract, the skin, and the digestive tract. 

The urinary tract is not frequently affected 
by allergy, but the other two are. 


The Skin 


The skin is the site of two types of allergic 
symptoms, eczema and hives. Eczema is prop- 
erly used to describe all types of itching skin 
rashes which are allergic. When the material 
(antigen) causing the rash comes from out- 
side sources the eczema is called “contact 
dermatitis.” Contact dermatitis is usually 
limited to the skin areas actually touched by the 
offending material, but in acute attacks it may 
spread beyond these areas. 

Some materials are such strong sensitizers 
that almost everyone can become allergic to 
them. Poison ivy and poison oak or sumac are 
outstanding examples of strong sensitizing ma- 
terials which can produce allergic rashes in any 
person following adequate exposure. Because 
of their strong effect, these substances often 
produce severe, blistering rashes. 

Many other substances produce less severe 
rashes which cause itching and redness in the 
affected areas. Among the most important are 
dyes (used to color clothes or to dye hair), 
chemicals in cosmetics, shampoos, and creams, 
lacquers, plastics, mercury and nickel com- 
pounds, furniture polishes, detergents, and a 
host of other substances. 

A diagnosis of the cause is essential in treat- 
ing contact dermatitis. Keen detective work 
and experience are required. Skin tests by ap- 
plying the suspected material to a normal skin 
area for 24 to 48 hours may be tried. Caution 
must be used not to apply materials which can 
harm the normal skin. When the cause of con- 
tact dermatitis is discovered, its care consists of 
avoiding contact with the material. 

Allergic eczema may be caused by substan- 
ces taken internally. In severe cases the rash 
may cover the entire skin. When milder, the 
face, neck, back of the knees, or folds of the 
elbow are the areas most often involved, Ex- 
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tremely severe itching results in scratching and 
this in turn leads to rawness, thickening, and 
scaling of the skin. The condition is most com- 
mon in infancy and tends to clear up in some 
cases by the end of the fourth year of life. Not 
infrequently, however, this type of eczema lasts 
for many years. 

The discovery of the cause or causes of this 
form of eczema is often very difficult since sub- 
stances that are inhaled as well as those that are 
eaten or drunk may cause eruption. In many 
instances no cause can be found. Emotional 
disturbances and nervous tension can make an 
attack much worse. Because such dermatitis 
makes the affected areas very sensitive, contact 
with other substances that normally are only 
mildly irritating can cause marked flare-ups. 

Relief of itching requires the use of a variety 
of local medicines as well as internally admin- 
istered drugs. Colloid (oatmeal or starch) 
baths are frequently prescribed. Hormones 
may be used under strict medical supervision. 

Hives (urticaria) are temporary swellings 
starting below skin surface. They may be 
caused by a variety of allergy-producing sub- 
stances, but often no cause can be discovered. 
They resemble mosquito bites. The most com- 
mon causes of hives are drugs and foods, but 
they may have a number of other causes. 

As the use of drugs for relief of many con- 
ditions has increased, sensitivity to them has 
correspondingly increased. A typical example 
is offered by antibiotics, especially penicillin, 
While these drugs can save lives, they also can 
produce sensitivity. The injection of a drug like 
penicillin or of an antitoxin in a person sensi- 
tive to the material may produce not only hives, 
but sometimes more serious and even fatal 
symptoms. A person who has once had hives 
following the use of any drug should be aware 
of the greater danger if the same drug is given 
again, especially if it is injected. He and his 
physician must be aware of his sensitivity to 
any drug. Such persons should wear a medical 
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identification tag, carry a warning card, or both, 
(See Part IX, Chapter One. ) 

Commonly used drugs such as aspirin, sleep- 
ing medicines, and laxatives can produce hives, 
This is in no way due to the fault of the drug, 
but to the sensitivity of the person. 

Any food may be the cause of hives and it 
is wrong to think of one food as a more likely 
cause than another. In searching for the cause, 
it should be remembered that frequently a sub- 
stance like onion, garlic, or other food flavoring 
may be the cause rather than the food it is used 
to season. 


The Digestive Tract 


While foods are the most common cause of 
allergic symptoms in the gullet, stomach, or 
intestines, drugs may also cause allergy. The 
gall bladder as well as the gastrointestinal tract 
may be the site of symptoms. 

The symptoms of gastrointestinal allergy 
vary from mild discomfort (bloating and con- 
stipation or diarrhea) to severe abdominal 
pain. Abdominal allergy may resemble one of 
many diseases of the abdominal organs, for ex- 
ample, stomach ulcers, appendicitis, or gall 
bladder disease. It should be emphasized that 
allergy cannot cause any of the conditions it 
resembles. Pain in the gall bladder is much 
more frequently caused by gallstones than by 
allergy to foods. But when the lining of the 
gall bladder becomes swollen because of al- 
lergy, the resulting pain may closely resemble 
that from gallstones. : 

To treat abdominal allergy requires finding 
its causes. A very careful diet study is neces- 
sary with tests in which suspected foods are 
eliminated or purposely tried to observe their 
effect. Intelligent observation, in which the 
physician’s skill and the patient’s patience play 
important roles, is essential. The only effective 
treatment is to avoid the substances causing the 
condition, 


CHAPTER ELEVEN 


KIDNEY DISEASE 


THE STRUCTURE OF THE KIDNEYS and how 
they work is dealt with in Part III. Here we 
consider the important diseases of the kidneys 
and what may be done to keep their conse- 
quences to a minimum. 


Nephritis 


A great deal of nonsense appears in popular 
literature on nephritis, the disease that is more 
properly called glomerulonephritis and is pop- 
ularly known as Bright’s disease. Backache, 
general weakness, “debility,” and getting up at 
night to urinate are all suggested as being 

. caused by “kidney disease.” All sorts of pe- 
culiar remedies are offered for sale in news- 
paper and magazine advertising, ranging from 
mineral waters to “magnetized” belts. 

The plain facts are that nephritis is a serious 
disease and its diagnosis can be made only by a 
physician. Its onset is often associated with in- 
fection of the throat, ear, or skin. There may 
be fever, sore throat, puffiness of the eyes, and 
swollen ankles. The urine may be scant and 
bloody. But nephritis may also begin insidi- 
ously with less obvious symptoms. The first 
signs may be swollen ankles, a pasty complex- 
ion, and vague signs of illness. The examining 
physician may also note a rise in blood pres- 
sure. He will find albumin, a protein substance 
which forms part of the blood serum, and very 
small amounts of blood in the urine in this type 
of nephritis. The patient may be anemic. 

Curiously, those with the worst initial symp- 
toms often do better in the long run than those 
with a gradual or slow onset. But in either case, 
It is of great importance that the patient go to 
bed and stay there until the infection subsides 
and sometimes even until the albumin all but 
disappears. 

After the disease has subsided, the patient 
should lead a normal life, but try to avoid in- 
fection and chilling. He can take no special 
Precautions except to have regular consulta- 
tions with a doctor once the acute phase of 
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nephritis is past. But if any operation—even a 
tooth extraction—is to be performed, he 
should warn his physician about having had 
nephritis so that he can take all necessary pre- 
cautions against infection. 

Much has recently been written about so- 
called “artificial kidneys” and kidney trans- 
plants. The machine known as an “artificial 
kidney” performs the kidney function of ex- 
cretion and may replace this normal function 
for periods up to several years in length. But it 
is a time-consuming, expensive treatment and 
can be used only in a few highly selective 
cases. It is not something the average patient 
should count on. 

Transplantation of one kidney between iden- 
tical twins has been very successful. Few peo- 
ple, however, are identical twins. In all other 
cases, the body recognizes a foreign kidney, 
even though it may come from a member of our 
family, and rejects it. This “rejection phe- 
nomenon” is the major reason for transplant 
failure. Much work is now in progress to over- 
come it, and some of it has had modest success. 

Transplantation is in its early stage and the 
hope that the problems will be solved in the not 
too distant future seems justified. If it is, then 
patients with the terminal uremia (kidney fail- 
ure) of nephritis may well have a second 
chance to live. 

Can nephritis be avoided? The answer is 
probably no. Every effort should be made, 
however, to clear up infections wherever they 
may be as quickly as possible, especially if the 
patient is “run, down.” But there is no specific 
way which guarantees that nephritis can be 
wholly avoided. By knowing the kind of disease 
it is, one may suspect its occurrence and avoid 
neglect or the pitfalls of quack treatment. 


Nephrosis 


Nephrosis is a disease closely allied to 
nephritis. It is confusing in that there are some 
people who seem to have a “pure” form of it 
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while most people have it as a stage of nephri- 
tis itself. In the latter it is referred to as 
the “nephrotic phase” or the “nephrotic syn- 
drome.” In any case, it is a kidney disease char- 
acterized chiefly by a large loss of albumin 
through the urine and by marked swelling or 
“dropsy” of the tissues. The face, abdomen, 
and ankles may be greatly swollen with water, 

Some treatments for nephrosis have been 
quite successful but the remedies require skill- 
ful use. The patient himself can help the treat- 
ment by avoiding as much salt as possible and 
including a goodly amount of meat or other 
protein in his diet. The outlook for nephrosis 
depends entirely on the particular circum- 
stances of the disease in the individual patient. 


Kidney-Caused High Blood Pressure 


One of the most spectacular recent devel- 
opments in the field of kidney diseases has been 
the demonstration that the kidneys can cause 
high blood pressure. This condition can often 
be cured surgically by removing the obstruc- 
tion that blocks the free flow of blood in the 
main artery of the kidney. There is no way an 
individual can recognize the presence of such 
an obstruction in his own kidneys, but when 
physicians find a person’s blood pressure to be 
abnormally high, they will make a careful 
search for such an obstruction. 

Not all patients with this kind of high blood 
pressure need be operated upon for repair of 
the artery to the kidney. Treatment with drugs 
often will cure the condition. People who are 
effectively treated can usually live quite normal 
lives, 


Cystitis and Pyelonephritis 


Infections of the bladder and kidneys are not 
uncommon, especially in girls and women. 
Usually so-called cystitis (inflammation of 
the bladder) comes and goes but does not re- 
sult in serious infection of the kidneys. 

Bladder symptoms may occur as a result of 
cancer. These may also be due to irritations 
from stones, to chemicals in the urine, to exces- 
sive smoking, or to changes in the bladder lin- 
ing for which specific causes are not always 
identifiable. 

On the other hand, much that masquerades 
as “cystitis” is in reality an infection of the kid- 
neys known technically as pyelonephritis. I 
is for these reasons that cystitis should always 
be carefully investigated and any necessary 
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corrective measures be taken by a competent 
surgeon or kidney specialist. 

Medical treatment for cystitis and pyelo- 
nephritis usually has to be carried on regularly 
or from time to time during the life of the pa- 
tient. Many physicians believe that only in this 
way can the serious consequences of pyelo- 
nephritis be avoided. 

Pyelonephritis itself is a form of Bright's dis- 
ease, Usually the urine is cloudy with pus cells 
and there will be albumin. The blood pressure 
may rise. The patient is often listless and tires 
easily, In many cases, the condition is difficult 
to distinguish from nephritis. Pyelonephritis, 
if unchecked, tends to reduce the patient’s 
chances for a long and full life and must, there- 
fore, be taken seriously. 


Polycystic Kidneys 


Some people are born with kidneys in which 
there are little lakes of fluid called cysts. These 
cysts take up space that should be occupied by 
normal kidney tissue. If cysts become infected, 
they further reduce healthy kidney tissue. 
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There is no known way to prevent the for- 
mation of these cysts, and about the most that 
can be done is to treat infection when it 
appears. Attempts have been made to remove 
or wipe out the cysts by surgery, but this kind 
of operation so far has not appeared to aid the 
patient significantly. 

The kidneys, the heart, and the blood vessels 
function closely together. The condition of one 
organ affects that of the other two. Thus, kid- 
ney disease can cause high blood pressure and 
this in turn can injure the blood vessels and 
the heart. It works the other way, too. Blood 
vessel disease can injure the heart and kidneys, 
and heart disease injures the blood vessels and 
kidneys by impairing the nutrition of all the 
tissues. That is why the combination problems 
of heart, blood vessels, and kidneys are often 
called medically cardio (heart)-vascular 
(blood vessels )-renal (kidney) disease. 

The frequently hidden nature of diseases of 
these vital systems emphasizes the importance 
of the periodic health examination. Small 
changes from the normal may be detected and 
prevented from growing into big ones. 
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CHAPTER ONE 


WHEN SURGERY IS NEEDED 


THE NEED FOR SURGERY, especially emer- 
gency surgery, almost always comes as a shock 
to the patient and his family. Despite modern 
advances, most people still have an instinctive 
fear of hospitals and anesthesia. Many people 
doubt that immediate surgery is really essential. 
Few people know how to select a surgeon. 
These and other problems related to surgery 
can best be solved with the aid of your family 
physician. 

In the early years of this century there was 
little specialization in surgery. A good surgeon 
was good at performing almost every operation 
that had been devised. Today the situation is 
different. Operations are now being done that 
had not even been dreamed of 50 years ago. 
The heart can be safely opened and its valves 
repaired. Clogged blood vessels can be cleaned 
out or broken ones mended or replaced. Lungs, 
whole stomachs, pancreases, and parts of the 
brain can be removed and still permit the pa- 
tient to live a comfortable and satisfactory life. 

But not every surgeon wants to or is quali- 
fied to do these operations. It is not realistic to 
expect any one surgeon to be expert in all the 
complex branches of surgery. The fact that you 
got along so well after your appendectomy 
does not imply that the surgeon who operated 
on you would be equally well qualified to oper- 
ate on your heart. This is where your family 
doctor enters the picture. It is his job to know 
the qualifications of various surgeons in vari- 
ous fields and to help you select the one whose 
skills best suit your case. 

If there are alternative methods of treatment 
or if there are differences of opinion between 
the various physicians who have seen you, 
there is no reason why you should not ask your 
family physician to refer you to a specialist in 
your disease. Often such a consultation will 
resolve your doubts and reassure you in the 
choice of the surgeon you first consulted. 
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The scope of surgery has increased remark- 
ably in this century. Its safety has increased 
too; deaths from most operations are about 20 
per cent of what they were in 1910. Surgery 
has been extended in many directions, for ex- 
ample, to the treatment of certain types of 
birth defects in newborn babies and to life- 
saving operations for the aging. The hospital 
stay after surgery has been shortened to as 
little as a week for most major operations. 
Many patients are out of bed on the day after 
an operation and may be back at work in two 
or three weeks. 

Many developments in modern surgery are 
almost incredible. They include the replace- 
ment of damaged blood vessels with artificial 
ones made of plastic, the replacement of the 
valves of the heart with plastic valves, trans- 
planting of tissues such as the cornea of the 
eye, the development of the artificial kidney to 
clean the blood of poisons, and the develop- 
ment of artificial hearts and lungs. All these 
miracles open a hopeful vista into the future of 
surgery. It even seems that we are on our way 
toward breaking the greatest barrier to the 
surgical conquest of disease—the barrier of 
individual differences. 


Organ Transplants 


Every person, except identical twins, 1S 
unique to himself; no one else is like him; he 
has his own unique fingerprints and his unique 
body tissues. Hitherto no person, (except, 
again, identical twins) has been able to accept 
into his body the tissues of another person 
without reacting against them and eventually 
killing them. 

Recently, as a result of long experimenta- 
tion, it has been found that, after x-raying the 
entire body or treating it with drugs whose €F 
fects mimic irradiation, it is possible to graft 
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These artificial valves were developed for re- 
placement of natural valves in heart surgery: 
Hufnagel ball valve (above) leaflets, valve (top 
tight), and discoid valve (bottom right), 


tissues from one person to another which will 
Survive for periods of a year or more. Kidneys 
have been successfully transplanted in a few 
Instances when the donor and the patient were 
twins. Attempts, as yet unsuccessful, are being 
made to transplant livers. Lungs have been 
transplanted in animals. 

_ If at some time in the future it becomes fea- 
sible to transplant organs, you might quite 
Possibly go to the hospital and have your worn 
out organs replaced by new ones. But this is 
a dream of the future. Surgery, to date, cannot 
accomplish such miracles. We must be content 
with the miracles it can and is accomplishing. 
You can be happy if your surgeon says to you, 

Yes, I can Operate.” 
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Even the most competent surgeons may dis- 
agree as to whether or not an operation should 
be done. Some specialists advise surgery for all 
patients with gallstones whether they are pro- 
ducing symptoms or not. Others recommend 
operations only when symptoms make the pa- 
tient uncomfortable. Even in cases of rectal 
cancer there may be disagreement, this time 
not as to whether treatment should be given, 
but as to what type of treatment is best. Some 
surgeons believe that the most curative type 
of operation is removal of the entire rectum 
while others believe equally sincerely that in 
many patients part of the rectum can be saved. 
Usually when specialists disagree on treat- 
ment, there is not much difference in the results 
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of the types of treatment that each favors. 
Rather, each one simply prefers a method with 
which he has been successful. 

The patient cannot hope to read and under- 
stand all of the medical literature on his ail- 
ment. For him to go from specialist to specialist 
seeking an ideal answer to his dilemma be- 
comes confusing and frustrating. It is better 
for him to discuss the question frankly with his 
family physician, ask him to explain the possi- 
ble alternatives, and accept his advice as to 
what surgeon he should consult. When a pa- 
tient tries to decide for himself whether he 
should have an operation or what operation he 
should have, he may do himself serious harm. 

If you have an agonizing pain in the abdo- 
men and a gallbladder full of stones, it doesn’t 
take much persuasion by the surgeon to con- 
vince you that you need an operation to remove 
the gall bladder. If you know enough to recog- 
nize the possible significance of a lump in your 
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breast, you will unhesitatingly go to a surgeon 
and have it removed. But if you feel fine and 
have no symptoms except occasionally a little 
blood in the stool, you may find it difficult to 
accept the need for operation for rectal cancer, 
You may find it particularly hard if such an 
operation involves the making of an artificial 
opening in your body. Acceptance of such an 
operation may require deep thought and com- 
plete investigation of all the possibilities. 

It has been said that “you are lucky if they 
can operate.” This is true. An inoperable can- 
cer of the rectum means that the cancer is in- 
curable. If an operation could not be advised 
to treat the gallstone colic that was giving you 
abdominal pain, it would be because your 
general condition was so poor that you could 
not stand an operation. In general, surgery is 
advised for diseases that are in favorable stages 
for treatment. Thus, in this respect, you are 
lucky if you can be operated on. 
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CHAPTER Two 


ANESTHESIA 


ANESTHESIA is a state of insensibility or 
“not feeling.” It may be produced in part of the 
body by a local anesthetic drug, or it may be 
produced in the whole body by a general anes- 
thetic. The general anesthetics, such as ether 
and so-called laughing-gas (nitrous oxide), 
also produce sleep. To many people anesthesia 
means being put to sleep with ether so that a 
surgical operation may be carried out without 
pain. Ether was first used for anesthesia in 
1842 and is still used in many operations today. 

Before the advent of modern anesthesia, at- 
tempts were made to relieve the pain of opera- 
tion or to produce unconsciousness by giving 
such substances as henbane, poppy, mandrag- 
ora, and hemp. Opium, made from the poppy, 
was used in various forms to relieve pain many 
centuries before Christ. It is said that Aescula- 
pius, the Roman god of medicine, used nepen- 
the to make his surgical patients unconscious, 
and Hippocrates produced the same effect by 
giving inhalations of the vapor of bhang (an 
East Indian plant). 

By 1900 ether, nitrous oxide, or laughing 
gas (1844), chloroform (1847), and ethyl 
chloride (1894) were the only drugs available 
to provide general anesthesia. Since that time 
Many new drugs have been discovered which 
make anesthesia more pleasant and safer for 
the patient. 

Although anesthesia is well known to cause 
a state resembling sleep and to render the per- 
son insensitive to pain, it has another effect 
which is very important—relaxation of the 
muscles. This is needed to make it easier for 
the surgeon to operate inside the abdomen or 
chest or to set broken bones and dislocated 
joints. 

Most general anesthetic agents produce 
some degree of relaxation and the local anes- 
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thetics produce deep relaxation. In addition, 
certain substances such as curare (a poison 
used by South American Indians on their 
darts), when purified and used in small doses, 
provide excellent muscular relaxation. 

Research on new drugs and methods of anes- 
thesia is being carried out in many universi- 
ties, clinics, and hospitals. New anesthetic 
drugs are tested carefully over long periods in 
the laboratory before they are used on human 
patients. The results of these research pro- 
grams are published in many medical journals 
so that all anesthetists have an opportunity to 
use the safest and most effective treatment 
possible. 

It is not usually difficult to produce anes- 
thesia in most patients with the potent drugs 
available today. But the highly developed skill 
of the anesthesiologist is necessary to maintain 
careful control of the essential body functions 
(blood pressure, pulse, and respiration) and 
to keep them as nearly normal as possible 
during anesthesia and surgery. 

In a normal person not under the influence 
of anesthetics or other drugs, his many control 
mechanisms work to preserve a normal condi- 
tion throughout his body. Several of these 
mechanisms are concerned with the action of 
the heart and lungs. For example, if during 
vigorous exercise the muscles need more blood, 
the pumping action of the heart is stimulated 
to supply it. The muscles’ activity produces 
substances which are carried in the blood. 
When they reach the brain and a sensitive or- 
gan on the carotid artery in the neck, these 
organs signal the lungs to increase breathing. 
The lungs then provide more oxygen to the 
blood and remove more carbon dioxide from 
the body. These reflexes do not operate well 
when the anesthetized patient is “asleep,” and 
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for this reason the anesthesiologist must take 
over the responsibility of assuring satisfactory 
blood circulation and breathing. 

The anesthesiologist of today not only ad- 
ministers the anesthetic drugs but also does the 
following: 

© Estimates the safety of anesthesia for the 
individual patient; 

© Gives certain medicines to prepare the 
patient for anesthesia and operation; 

@ Observes carefully the blood pressure, 
pulse, color, and respiration of the patient 
while anesthetized; 

e Administers drugs other than anesthetics 
when necessary during this period; and 

© Supervises the care of the patient while he 
is recovering from anesthesia. 


Before the Operation 


The decision as to how much risk is involved 
in producing anesthesia is very important. The 
history of the patient’s former and present dis- 
eases is carefully discussed to determine if 
there are any effects of such diseases that will 
make anesthesia more difficult or dangerous. 
Diseases of the heart, blood vessels, and lungs 
have special importance, but conditions af- 
fecting the brain, liver, and kidneys must also 
be considered. A physical examination adds 
much valuable information about the patient’s 
ability to tolerate anesthesia. Routine labora- 
tory tests of the blood and urine are carried out 
on all patients. 

With older patients or those with compli- 
cated conditions, additional laboratory exami- 
nations are made to test the functioning of 
various organs and body systems. The sum 
total of the knowledge gathered by all these 
methods helps to determine the best way to 
prepare a patient for anesthesia and surgery. 
This may involve a delay of one or more days 
to improve certain body functions or restore 
them to normal, to administer certain medi- 
cines, or to give blood transfusions. The infor- 
mation obtained before operation is also 
needed to determine the most suitable form of 
anesthesia and the amount and character of 
operating which can safely be done. 

The medicine given before anesthesia often 
consists of three drugs: a barbiturate, a nar- 
cotic (morphine or a similar preparation), and 
atropine. A barbiturate is given either by 
mouth or injection an hour and a half or two 
hours before surgery, and morphine and atro- 
pine are given by hypodermic injection one 
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hour before the schedule time of surgery. The 
barbiturate and morphine act as tranquilizers 
to quiet the fears of the patient. The morphine 
also helps to make him less sensitive to pain. 
The atropine decreases the secretion of saliva 
and counteracts some of the undesirable reac- 
tions to anesthesia. 


During the Operation 


After the patient has been placed on the 
operating table, a blood pressure cuff is applied 
to one arm above the elbow and, in most cases, 
an intravenous infusion of a solution of dex- 
trose, a special sugar, is begun in the other arm. 
This infusion supplies necessary fluid and also 
provides a way to put anesthetics and other 
drugs into the blood stream where they will 
have an immediate effect upon the body. 

When general anesthesia is to be used, sleep 
is usually first induced by injecting a barbitu- 
rate solution through the infusion needle carry- 
ing the dextrose solution into the vein. The pa- 
tient loses consciousness within a few seconds 
and the anesthetist then gives oxygen with a 
mask attached by long tubes to the anesthesia 
machine. Anesthetic gases or vapors are added 
to the oxygen to produce anesthesia. 

While the operation is in progress the anes- 
thesiologist keeps a chart on which he re- 
cords the patient’s blood pressure, pulse, and 
breathing rate. In operations upon the heart or 
in patients with serious heart disease, an elec- 
trocardiograph may be attached to the patient 
during anesthesia so that it is possible to se¢ 
any changes which occur in the electrical im- 
pulses produced by the heart. If there is bleed- 
ing with a severe fall in blood pressure during 
the operation, the anesthesiologist may elect 
to give blood, or may be requested to do so by 
the surgeon. Under other circumstances bloo 
pressure may be raised by giving various drugs 
or by changing the patient’s position. ia 

At the end of the operation, the anesthesia ' 
discontinued and the anesthesiologist keeps 
the patient under observation either in the op- 
erating room or recovery room until the anes- 
thesia has lightened to such an extent that the 
patient can safely be returned to his own room 
in the hospital. f 

The patient and his family can help consid- 
erably during the operative period. It is impor” 
tant that the patient have complete confidence 
in both his surgeon and his anesthesiologist. 
Each is a trained specialist in his own field. 
Their decisions as to what type of anesthesia is 
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safest for the patient should be accepted with- 
out question. The patient must have a sensible 
attitude toward anesthesia—one free from fear. 
He should understand that anesthesia is many 
times safer today than it was in the early part of 
this century. It is especially important to dis- 
cuss anesthesia with children before they go to 
a hospital for an operation. Any child who has 
been taught the facts about anesthesia should be 
able to cooperate well with the anesthetist. 


Anesthesia service provides unconscious- 
ness, absence of pain, and relaxation of the 
muscles. It includes care of the patient before, 
during, and after the operation and a careful 
supervision of all the important body functions 
during this time. The knowledge of anesthesia 
has been growing for many centuries and today 
provides the safest, most efficient conditions 
during which complicated and extended sur- 
gery can be accomplished. 


CHAPTER THREE 


THE ROLE OF BLOOD 


MaN HAS ALWays been fascinated by his 
blood. Blood has played an interesting role in 
history, from the battlefield to the altar of wor- 
ship. Blood looms large in the religious philos- 
ophies of both pagans and Christians. Peace 
treaties have been sealed and friendships 
pledged in blood. It has been used in black 
magic. Now it is one of the most important 
modern medicaments. Modern science con- 
firms that life is in the blood. So, sometimes, is 
death. 

Long before man understood the nature and 
function of blood, he tried to use it medically, 
through bloodletting and the application of 
leeches. Both of these procedures probably 
did much more harm than good. Men also 
sought to control bleeding when injured. In 
the course of the centuries, bandages, ligatures, 
hot oil, and cautery were used to control loss 
of blood. Although attempts to transfuse blood 
between animals and from animals to man 
were made as early as the 17th century, blood 
lost was not replaceable until this century. 

Today it is possible to replace lost blood 
with blood from another human being, a donor. 
The word “donor” is perhaps the most crucial 
one in the whole story of blood. There is no 
other source of blood for use in modern medi- 
cine than a human donor. This fact lays an 
obligation upon every healthy young person to 
give blood for others, to maintain a supply in 
case one should need it for himself or a member 
of his family. Money is needed to gather, pro- 
cess, and store the blood, but the blood itself 
must always be a gift of compassion. Blood has 
been taken from dead bodies in some parts of 
the world, particularly in Russia, but this prac- 
tice has not become established in the United 
States. 

The procurement of human blood, its pres- 
ervation, selection, and transfusion are medical 
procedures which require the direction and 
supervision of a physician. The ultimate objec- 


tive of this procedure is the welfare of patients 
who require blood or blood derivatives. 

The most spectacular use of blood is in sur- 
gery. It is a striking and dramatic event when a 
transfusion saves the life of a person who has 
suffered a severe injury. Transfusions are com- 
monly used in surgery when blood loss is 
expected, to prevent the development of an 
emergency due to bleeding. In many cases, 
transfusions before an operation can greatly 
reduce its risk. 

The first known transfusion took place in 
1654 when a Florentine monk tried to transfer 
blood from one animal to another; the recipi- 
ent died. During the 17th century blood from 
calves was used for transfusing to human be- 
ings, but this practice soon stopped because 
bad results followed more often than not. Mod- 
ern success in transfusion resulted upon the dis- 
covery in the early 1900’s of the variations 1 
blood types and ways to type and match blood 
before using it in transfusions. 


Blood Types 


The details of blood grouping or typing are 
technical, but the principles are simple, and 
everyone should understand them. Each per- 
son’s blood is individual as are all the cells of 
his body. If the donor’s blood is of differing 
type, it will be destroyed by the recipients 
blood if injected into his veins. Occasionally the 
recipient’s blood may also be destroyed in the 
process. 

Blood groups are classified in four catego 
ries. The letters A, B, and O refer to substances 
present in the red blood cells. The words 
“anti-A” and “anti-B” refer to substances 1 
the plasma able to react with and destroy the 
red cells containing the substances A or B. 

Group O. This blood has no substance A bi 
B, but it has in its plasma anti-B and anti-A; it 
exists in 46 per cent of the population. 
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Group A. This blood has anti-B; it exists in 
A2 per cent of the population. 

Group B. This blood has anti-A; it is found 
in only 9 per cent of the population. 

Group AB. This blood has no anti-A or 
anti-B; it is found in only 3 per cent of the pop- 
ulation. 

Some persons with blood of the O group 
may under certain circumstances be used as 
donors for persons of other blood groups, and 
those with group AB blood may under certain 
circumstances receive blood of other blood 
groups, but only in emergencies. The tests for 
blood groups which should always precede 
transfusion are not enough in themselves. Ad- 
ditional cross-matching tests with the donor’s 
blood cells and recipient’s serum, and vice 
versa, are required to assure that neither per- 
son’s blood contains antagonistic or incom- 
patible blood mixtures. 

Aside from the use of whole blood in trans- 
fusions, the so-called blood fractions are useful 
in surgery. The liquid or plasma, separated 
from the cells, can be frozen and stored for 
long periods of time. This can be used on 
the battlefield or in disaster areas without con- 
cern for blood grouping. It is an important 
emergency measure to restore lost blood vol- 
ume, but it furnishes no cells. The element in 
the blood that is responsible for clotting is also 
useful in surgery, and red blood cell suspen- 
sions have been used to heal wounds, especially 
burns. A plasma foam is used in the abdomen 
to help prevent adhesions. i 

Until recently, it has been impossible to 
keep whole blood or blood cells for more than 
21 days. As a result, blood which was not used 
within the time limit was wasted. Now blood 
cells can be frozen, making it possible to keep 
them for years. Plasma products, including 
the important gamma globulin, can also be 
stored for long periods. 


Blood and Childbirth 


Use of blood has added to the safety of preg- 
nancy and childbirth. Transfusions restore 
blood lost in excessive bleeding from a mis- 
carriage or following labor. Another principal 
service which evolved from modern research 
on blood is the saving of infant lives through 
the discovery of the Rh factor. This is a blood 
discrepancy between parents which causes the 
mother’s blood to destroy that of the infant. 
The complicated mechanism of this process 
may be explained by the following steps: 


442 


1. About 85 per cent of the white population 
has a blood factor known as the Rh factor; this 
occurrence is governed by heredity. Persons 
who have it are called Rh positive. 

2. If both prospective parents are Rh posi- 
tive, which is most often the case, the matter 
can be ignored. If both are Rh negative, there 
is no problem. 

3. If the father is Rh negative and the 
mother Rh positive, there is no effect on the 
baby. 

4. If the mother is Rh negative and the fa- 
ther Rh positive, difficulties may arise, usually 
in pregnancies after the first one, for the fol- 
lowing reasons: 

5. The blood of the mother defends itself 
against the Rh positive blood of the baby by de- 
veloping antibodies. 

6. These antibodies pass from the mother 
into the blood of the baby, destroying the 
baby’s red blood cells. This results in miscar- 
riage, still birth, or early infant death, unless. .. 

7. The Rh status of father and mother are 
learned before the pregnancy and steps are 
taken before delivery to replace the baby’s 
‘blood with blood which does not contain the 
anti-Rh factor of his mother and the Rh factor 
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of his father. This is done by transfusion imme- 
diately after birth, replacing all the baby’s 
blood. This is a highly successful procedure. 

8. There are occasionally differences even 
between Rh positive persons, which may lead 
to complications in pregnancy, but they are 
rare and complex and need not be considered 
here. Physicians are aware of them, and know 
ways to protect babies against ill effects result- 
ing from them. 

Because of the Rh factor, it is necessary to 
determine Rh factor compatibility as well as 
blood type when giving any transfusion to a 
woman of childbearing age. Only in this way 
can the creation of Rh problems in future preg- 
nancies be avoided. 


Treating Disease 


Aside from surgery, transfusions are useful 
in cases in which the blood is changed through 
diseases. These include leukemia, chronic in- 
fections, nutritional disorders, such wasting 
diseases as cancer, chronic poisonings with 
blood-destroying chemicals like lead, diseases 
of the blood-forming organs (bone marrow), 
and continuous small blood losses as from 
ulcers or cancers. Transfusion of plasma frac- 
tions may also be helpful in a condition known 
as purpura, in which there is bleeding under 
the skin, into the tissues and joints and some- 
times into the.body cavities or hollow organs 
such as the stomach, intestines, or bladder. 

Before the development of vaccines such as 
those for measles, gamma globulin, a blood 
plasma fraction was often used to give tem- 
porary immunity against diseases—especially 
for pregnant women and other people for 
whom the disease was a dangerous risk. Whole 
blood was sometimes injected in order to stim- 
ulate the immunity mechanism of the body as 
a whole. Human serum from persons recov- 
ering from a disease was also used to combat 
certain infectious diseases. More modern vac- 
cines have largely taken the place of these uses 
of blood in medicine. 


Blood as a Diagnostic Aid 


When the doctor pricks the finger or the ear 
or draws blood from a vein, he has a large num- 
ber of tests at his command. Ordinarily he 
wants to know how many red and white bloo i 
cells and blood platelets the specimen contains; 
how healthy the cells are, and how much hemo- 
globin pigment is present to carry oxygen to 
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the tissues. He wants to know the proportion of 
various types of white cells. Before surgery, or 
after a heart attack, the clotting time of the 
blood becomes important. Chemically, he is 
interested in blood sugar, cholesterol, and 
many other substances which give information 
about the body. Immunity reactions performed 
on the blood plasma can tell him about past 
diseases or the state of protection against cur- 
rently common diseases. The rate at which the 
red blood cells settle into a sediment gives the 
doctor useful clues about tissue injury and the 
progress of chronic disease processes. There is 
a world of useful diagnostic information in 
just a few cubic centimeters of blood. 


Giving Blood 


The importance of blood in modern medi- 
cine emphasizes the importance of keeping a 
constant supply on hand. It is needed both for 
ordinary daily use and for the unpredictable 
demands likely in case of floods, earthquakes, 
fires, explosions, or war. Every healthy person 
between the ages of 21 and 60 should seriously 
consider giving blood in advance of an emer- 
gency. Any large hospital is likely to have a 
blood bank where the donation can be made. 
In many communities, small as well as large, 
national agencies or local groups operate blood 
banks. By making such blood donations, per- 
sons can assure themselves as well as others of 
a supply of blood in case of need. 
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CHAPTER ONE 


THE DRUGS YOU USE 


A DRUG IS DEFINED as a substance used to 
treat illness, protect against disease, or pro- 
mote better health. 

Between 800 and 900 different drugs are in 
fairly extensive use currently in the United 
States and new ones appear at the rate of about 
10 to 30 each year. Some of the older drugs 
disappear as more effective new ones take their 
place. Generally, the newer drugs are more 
powerful and much more effective than those 
used 10, 20, or 30 years ago, and they must be 
used with greater care, often only under a doc- 
tor’s prescription. This chapter describes some 
drugs widely used for the more common ail- 
ments. It advises on the intelligent use of drugs 
so that your health, or the health of your loved 
ones, can be restored or preserved. 


Non-Prescription Drugs 


Drugs for the relief of pain are used by hun- 
dreds of thousands of people with little or no 
harmful side effects. A few people are sensitive 
to certain drugs and have skin and other reac- 
tions that may be serious and occasionally 
need prompt professional attention. This al- 
lergic reaction to drugs is similar to the reac- 
tion some people have to hair, house dust, or 
molds. 

In addition, some drugs can be directly 
harmful because of their potency. Such medic- 
aments obviously should be given only under 
close medical supervision by someone who can 
judge if the risk, whether slight or grave, is 
outweighed by the possible benefits for the pa- 
tient. This is where professional skill and judg- 
ment based on training, experience, and gen- 
eral ability are important as the patient is 
guided from illness back to health. 

Laxatives are widely used and with more 
safety than in earlier years, because they con- 
tain less dramatically effective and therefore 
less harmful ingredients. In general they are 
much more gentle than 20 or 30 years ago. 
Nevertheless, they can cause serious harm if 
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unnecessarily and persistently used and when 
the patient has appendicitis or an intestinal ob- 
struction. Long-term or chronic constipation 
can be a symptom of serious disease. There- 
fore, instead of using laxatives, a physician 
should be consulted in all cases of long lasting 
constipation. 

Sedatives and sleep producers should be 
used only for occasional relief and not as a per- 
petual crutch. Physicians seldom prescribe 
such agents over long periods of time except in 
cases of persistent disease. Prolonged, unsu- 
pervised use of those agents is not wise. This is 
particularly true for prescription drugs used by 
victims of insomnia who prefer to suffer in si- 
lence rather than seek out the cause of their 
problems. As in other situations, abuse causes 
more problems than use. 

Very often compounds which relieve pain or 
dull one’s perception of pain mask the severity 
of an illness, and adequate medical care Is 
delayed. Everyone should realize that the 
earlier a serious illness receives attention, the 
greater are the chances for complete recovery. 
In addition, some drugs that physicians pre- 
scribe for their beneficial effects unavoidably 
do other things, for example, slow down reac- 
tions to unexpected dangers. Obviously, pa- 
tients using such drugs should heed the warn- 
ings of the prescribing physician. 

Stimulants or “pep pills” enjoy a wide and 
promiscuous use in some age groups. Any such 
drugs that truly have the ability to stimulate 
the body may cause excessive fatigue or col- 
lapse. Their use without consulting a physician 
can be dangerous. Weight-reducing com 
pounds with powerful ingredients may also be 
dangerous to use on one’s own initiative be- 
cause of possible harmful effects. In most 10- 
stances, it is unwise to take several drugs at 
once or to mix drugs with alcohol. 4 

The effectiveness of ointments and loti 
for skin afflictions varies with the percentage of 
the drug used and the cause of the skin condi- 
tion. One type of condition may require @ 
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skin-stimulating agent. Another may be harmed 
by application of such a medicament. Some- 
times it is necessary to apply a dry powder, 
or sometimes an ointment or a lotion. If one 
is used when the other is needed, the condition 
may be aggravated. The treatment of severe 
skin ailments is best left in the hands of physi- 
cians. But many minor skin ailments can be 
treated to obtain relief with remedies obtainable 
through the pharmacy without a prescription. 

There are also many kinds of skin and 
wound antiseptics on the market. Some have 
limited usefulness, others are quite effective. 
Those which are specific and effective for se- 
vere infections are usually obtainable only on 
a doctor’s prescription and should be applied 
under medical supervision only. 

Often the physician may wish to treat the 
condition by applying drugs internally, even by 
injection. For such treatment, it is obvious that 
home medication is out of the question. 


Prescription Drugs 


The most effective medicines today are those 
obtainable only on prescription. Because of 
their effectiveness, such drugs are likely to be 
exceptionally potent and require use only 
under certain conditions and only as directed. 
That is why this medicine is available only 
through a prescription—to guard your health. 

The most widely publicized types of pre- 
scription drugs are the lifesaving “sulfa” drugs 
and antibiotics. The first of these was sulfanila- 
mide, which opened the way to a variety 
of sulfa drugs. Some sulfa drugs are still avail- 
able today, but their use for a serious ailment, 
like that of the antibiotics, must be regulated by 
a physician. His choice of treatment will de- 
pend on the kind of infection being treated, the 
dose necessary for the severity of the illness, 
the specific drug used, perhaps the weight of 
the patient, and a knowledge of the patient's 
expected—and sometimes unexpected—te- 
sponse to drugs. Only a physician can weigh 
all these factors. 

Penicillin is generally effective against bac- 
teria causing bone infection, boils, and car- 
buncles, against blood poisoning, and against 
bacteria normally responsible for pneumonia 
and venereal diseases. Occasionally, however, 
some persons have an allergic reaction to peni- 
cillin. This is usually a skin rash, although it 
may be more serious. To avoid such reactions 
the physician may test the patient for sensitivity 
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to this antibiotic or he may be prepared to use 
a drug to combat any unwanted reaction. 

The family of “mycin” drugs, for example 
streptomycin and chloramphenicol, attack bac- 
teria against which penicillin or other antibi- 
otics may be ineffective. Many other antibiotics 
are also available and most are needed because 
of the variation on the part of patients in re- 
sponse to drugs and because of the resistance 
that bacteria sometimes develop to drugs after 
prolonged use. The research laboratories are 
constantly seeking new and better drugs in this 
field as in others. 

Another entirely different class of drugs are 
those for the heart and circulatory system. Dig- 
italis is primarily used to prevent or treat heart 
failures. It increases the working capacity of 
the heart by strengthening the contraction of 
the cardiac muscle. Diuretics aid in getting rid 
of excess fluids from the body, thus taking the 
strain off the heart and the circulatory system. 
The effect of such action is dramatically evi- 
dent in reducing swelling, such as around the 
ankles, in the presence of certain kinds of heart 
disease. Another class of drugs often used after 
a so-called heart attack, includes the anti- 
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coagulants which help to keep the blood ina 
proper fluid state and thus help prevent further 
clot formation. A number of drugs also have 
been developed which lower blood pressure al- 
most at the doctor’s bidding. Needless to say 
these drugs are very potent and should be em- 
ployed only under the doctor’s orders. 

Acute and severe pain can be relieved by a 
number of substances of which morphine and 
codeine, both of which are alkaloids derived 
from opium, are perhaps best known. It is easy 
to become addicted to such drugs, however, 
and they should be used only on a doctor’s pre- 
scription. Morphine substitutes to reduce the 
risk of addiction are available, but scientists 
are still searching for the ideal one. Further- 
more, the cause of the pain must be attacked as 
well as the pain itself, which is only a symptom 
of some underlying cause. Thus, arthritis is at- 
tacked by the corticosteroids as well as by 
other agents. In the same way, a brain tumor 
causing headache would have to be removed 
before the pain could be expected to disappear. 
And a diseased gall bladder would have to be 
removed before the symptoms of gall bladder 
disease would be gone. 

Insulin has been used since 1922 for the 
treatment of diabetes, but it must be taken by 
injection. There are also chemical substances 
that can be taken in pill form by many, but not 
all, older patients for controlling the body 
chemistry that is upset by this disease. Many 
other diseases that involve the endocrine or 
hormone-producing glands of the body can be 
similarly treated. 

For inducing sleep, many compounds are 
available under a variety of names. A proper 
dose of a drug can bring sleep in 20 minutes to 
an hour. This sleep may last for a short time or 
for a longer period depending on the drug used 
and how it is administered. Unfortunately, 
some of these drugs become habit-forming in 
some people and an overdose can be fatal. It 
goes without saying that use of the prescription 
drugs in this class of remedies must be carefully 
regulated and controlled. 

Spectacular progress in drug discovery in 
recent years has been made in the area of tran- 
quilizers and drugs that affect a person’s mood. 
The first of such drugs was reserpine, derived 
from the ancient rauwolfia serpentina, the 
Indian snakeroot. Chlorpromazine and mepro- 
bamate followed in short order. Then came the 
drugs that relieve mental depression—phenel- 
zine, nialamide, and imipramine, among others. 
These drugs have emptied many wards in men- 
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tal hospitals, and enable many persons to live a 
relatively normal life through self-treatment, 
under a doctor’s supervision, at home. 

Scores of antihistamines are in use against 
various allergies. Griseofulvin taken internally 
has proved effective against certain fungus in- 
fections, such as athlete’s foot. A score of sub- 
stances are now used in the treatment of can- 
cer, but none of these are cures. They may 
prolong the lives of cancer victims and even 
cause significant easing of the symptoms of cer- 
tain forms of the disease. 

Tuberculosis treatment was revolutionized 
after the discovery of isoniazid in 1952. Isoni- 
azid (INH), streptomycin and aminosalicylic 
acid (PAS) comprise the primary group of 
drugs in the modern treatment of tuberculosis. 
As a result most patients can be safely treated 
at home, surgery has practically disappeared, 
and tuberculosis sanitariums are rapidly be- 
coming obsolete and being converted into gen- 
eral hospitals and rest homes. Recently these 
drugs have been used to prevent the develop- 
ment of tuberculosis in those known to have 
had exposure to persons with infectious tuber- 
culosis. 

A number of vaccines have been developed 
which have markedly affected the incidence of 
killing and crippling disease. The Sabin oral live 
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polio vaccine, which followed the Salk vaccine, 
has reduced polio to a few sporadic outbreaks 
and practically eliminated polio deaths. More 
recently a live virus measles vaccine has been 
extensively used with the incidence of measles 
falling to less than a fifth of what it had been 
five years earlier. The eradication of measles 
can be expected when most children between 1 
and 12 years of age are protected. The most re- 
cent vaccine is a live virus vaccine against 
mumps. Because the duration of protection has 
not been determined, it is recommended pri- 
marily for males just before puberty and for 
adult males who have not had mumps and are 
at risk of exposure to it. A German measles 
vaccine is now undergoing field trials, Physi- 
cians will know when it has been released for 
general use. 

Among the more dramatic new drugs is “the 
pill.” Oral contraceptives now are of many 
types, principally various combinations of arti- 
ficial estrogen and progesterone, administered 
for specified portions of the menstrual cycle. 
When it was learned that the dose of these hor- 
mones could be lowered, many of the unpleas- 
ant side effects disappeared. Most women can 
use “the pill” in one form or another if they do 
so under medical guidance. 

This is only a brief reference to the many 
drugs that today are available. They probably 
have done more to revolutionize the practice of 
medicine than any other single element. But 
their effectiveness depends on knowledge of the 
value of other measures such as surgery, good 
nursing care, and proper nutrition, and on an 
awareness of the limitations as well as values of 
such dramatic tools. 


How to Use Drugs 


From the foregoing discussion it should be 
evident that today’s drugs should be handled 
with great respect. They are capable of doing a 
great deal of good, but used indiscriminately 
they are capable of producing harm. 

y It is important, first of all, to use a prescrip- 
tion drug exactly as the doctor directs. An 
overdose or underdose, or failure to take the 
medicine at the prescribed intervals, can lessen 
the drug’s effectiveness in restoring you to good 
health. 

A common mistake is for someone to give 
Medicine prescribed by a physician to another 
Complaining of similar distress. A physician 
writes a prescription for a definite purpose, the 
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treatment of a specific disease, or the relief of a 
specific symptom in a specific person. It can- 
not be used for a variety of diseases, nor should 
it ever be used by other persons. The proper 
dosage is often determined by individual fac- 
tors such as the age, body weight, and sex of 
the patient. A drug which is highly effective for 
one person can actually be dangerous to an- 
other. 

It follows, then, that when a prescription is 
no longer of use to the patient for whom it was 
prescribed, it should be discarded. There is 
nothing to be gained by keeping a bottle of 
medicine that was compounded some years ago. 
The active ingredients of that prescription, es- 
pecially if in liquid or ointment form, may have 
lost their therapeutic value. Futhermore, any 
new condition, even if similar-appearing, may 
require a different medicine. The progress of 
drug discovery is so rapid that much more effec- 
tive medicines may be in use. 

Keeping old drugs beyond their period of 
usefulness may lead to accidents and poison- 
ing. Time after time we hear of mistakes made 
in choosing poorly marked or mislabeled bot- 
tles. Children, too, can get hold of the drug and 
take a fatal dose. 

All bottles should be labeled so that there 
can be no mistaking their contents or their pur- 
pose. A dangerous drug should be kept on the 
highest shelf and not mixed with personal care 
and hygienic items which several family mem- 
bers may use. A flashlight kept in the medicine 
chest is useful to distinguish labels during an 
electrical failure. Poisons should preferably be 
kept, not in the medicine cabinet, but in a sep- 
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arate, locked cupboard, and in containers 
plainly marked “poison.” 

The medicine cabinet should be out of reach 
of small children. Too often they find they can 
easily reach their goal by climbing upon the 
bathtub or washbasin. If the cabinet cannot be 
kept out of their reach, it should be fastened 
securely by lock, and the key kept in a nearby 
place accessible only to adults. 

In buying drugs it is usually better to rely on 
well-known manufacturers than to take a 
chance with lesser-known but cheaper brands. 
Drugs have many important properties besides 
their chemical formulae that can make the dif- 
ference between an effective and ineffective 
medicine of the same basic name. In such cases 
it is usually false economy to buy the cheaper 
brand. 

A drastic reduction in the deaths from many 
diseases has been caused, in part, by the un- 
paralleled progress in medicine and drug ther- 
apy. For example, during the years from 1951 
to 1965 the deaths from whooping cough and 
polio have been cut 100 per cent due to effec- 
tive vaccines. Measles vaccine is rapidly bring- 
ing measles deaths to a 100 per cent reduction. 
Influenza deaths are down 93 per cent and dys- 
entery 86 per cent. In this period nephritis 
deaths dropped 67 per cent, hypertensive heart 
disease 49 per cent, asthma 51 per cent and 
anemia deaths 31 per cent. Between 1944 and 
1965 maternal deaths were reduced 86 per cent 
and infant deaths 38 per cent. Largely due to 
new drug treatment tuberculosis deaths are 
down 88 per cent, rheumatic fever 90 per cent, 
appendicitis 81 per cent, and pneumonia 26 
per cent. It is estimated that since 1944 the de- 
clining death rate represents 3,291,280 lives 
saved. In this time nearly a decade has been 
added to life expectancy at birth. 

Thirty years ago, a patient entering a mental 
hospital could expect to remain there for up to 
30 years, or for the rest of his life. Today about 
two thirds of those now being admitted to men- 
tal institutions are discharged during their first 
year there. Increasingly effective psychiatric 
care, partially through drug therapy, has saved 
more than $2,000,000,000 in hospital con- 
struction costs alone since 1957. 

Almost half the beds used for care of tuber- 
culosis patients in 1956 are now available for 
other purposes, and many tuberculosis facili- 
ties have been shut down entirely or have been 
converted to other uses. 

Cancer survival rates have improved from 
1937’s rate of one in seven to today’s one in 
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three. Early diagnosis and better surgical, ra- 
diological, and drug techniques are responsible, 

The average cost for a prescription in 1939 
was $ .91. To pay for it, the average wage 
earner had to work 1 hour and 41 minutes, To- 
day the average (and much more effective) 
prescription costs about $3.43. To pay for it 
the wage earner works only 1 hour and 16 min- 
utes. Thus, today’s better drugs actually take 
less of the medical care dollar than the inferior 
drugs of 30 years ago. Furthermore, the manu- 
facturers wholesale price of prescription drugs 
has actually declined 14 per cent since 1949 
while the wholesale price for all commodities 
has risen 31 per cent. 

The price of individual new drugs may seem 
high when they are first introduced. However, 
as production and distribution methods are 
improved and as some of the research invest- 
ment is recovered, the price of new drugs in- 
variably goes down, often dramatically if re- 
search opens the door to more efficient and 
productive ways to manufacture them. For ex- 
ample, in 1943 one manufacturer sold peni- 
cillin for $100 per 100,000 units. By 1956 the 
price was only 22.2 cents for the same quantity. 
One company’s initial price for cortisone was 
$200 per gram. By 1957, it was only $2 per 
gram. Likewise, the price of terramycin has 
gone down 25 per cent; polio vaccine, 43 per 
cent; and streptomycin and cortisone, 99 pet 
cent. 

Each year the industry tests more than 100, 
000 substances, of which only 20 turn out to 
have enough value to be marketed. In fact, 
more than 150,000 substances are isolated 
each year, but probably fewer than 40 will 
eventually reach the doctor for prescribing. It 
requires five to six years, as an average, from 
the time an idea is born in a test tube until it 
appears in medicine as a usable product. And 
from $5,000,000 to $8,000,000, or more, may 
have been spent on perfecting it and making it 
useful. This does not include the cost of build- 
ing any new production plants that may be nec 
essary or opening channels of distribution to 
ensure it is available when it is needed. 

This means that for every useful drug prod- 
uct that reaches the public, more than 23 
compounds are studied and discarded. Even 
when a successful drug is developed, newer 
and better products may make it obsolete 
within a very short time. The life of many $0- 
called miracle drugs often is comparatively 
short as research discovers new and even more 
effective drugs. 


CHAPTER Two 


THE DANGER IN SELF-MEDICATION 


MANY PEOPLE THINK that doctors lean over 
backwards in advising against self-medication. 
What’s wrong with it, they ask? Why shouldn’t 
I take an aspirin when I have pain, or a sleep- 
ing pill? Or vitamins? Or a laxative? Or nose 
drops for a cold? Or something for an upset 
stomach? I can’t dash to the doctor’s office for 
every little thing, can I? What’s wrong with self- 
medication? 

Many, if not most, of the ills that afflict mod- 
ern man are minor in the sense that they do 
not produce profound or lasting changes in 
body tissues. We cannot always know what is 
or will remain a minor ailment, but most peo- 
ple assume that they need not worry about 
something which is not severe or long lasting 
or which they have previously treated satis- 
factorily with self-medication. With some re- 
lief measures, they believe time and nature will 
cause the discomfort to disappear. 

As a matter of fact, nature is an especially 
good friend, and the body, unaided except per- 
haps by sleep and rest, can take care of most 
ailments, although medications ease their dis- 
tress. Furthermore, some of the more reliable 
home remedies can assist or speed up the proc- 
ess of healing, But when there is doubt, it is 
always wiser and often more economical in the 
long run to seek the advice of a physician. 

The conditions most commonly subject to 
self-medication are some skin afflictions, tem- 
porary headaches, occasional sleeplessness, 
muscular aches, allergic symptoms, and colds. 
The agents used for such self-treatment include 
aspirin and other pain relieving drugs, seda- 
tives, skin lotions, and ointments. Of course 
remedies that can be sold only on prescription 
cannot, or should not, be purchased by those 
Without proper medical training, nor should 
they be used simply because some pills are 
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left over from someone else’s prescription. 
Federal laws limit what drugs can be sold with- 
out a prescription. 

Obviously, one cannot run to the doctor for 
every trifling discomfort. If everybody did, the 
doctors would be swamped with unimportant 
chores, the way they are in countries where 
medical care is supposedly “free.” It is to be 
expected that certain everyday discomforts can 
be cared for by simple home methods, such as 
rest, a hot water bottle or an ice-cap, and per- 
haps an aspirin tablet to relieve pain. 

The trouble is that self-medication doesn’t 
stop there, and that many times mistakes are 
made in judging what is trifling and what is the 
beginning of real trouble. For example, in Part 
IX, Chapter Three, you will find a list of com- 
mon symptoms which are trivial if they happen 
once, or once in a long time. They cease being 
unimportant when they keep coming back 
again and again, or when they are present all or 
most of the time, or when they are extremely 
severe, or when they are the source of worry 
and apprehension. 

Self-medication means using powerful drugs 
for the self-treatment of symptoms, without 
having a medical diagnosis of what those symp- 
toms mean or how they are caused, and without 
medical advice about the drug being taken, its 
dosage, and its possible dangers. Even such 
commonly used drugs as pain-relievers, an- 
tacids, and laxatives should not be used often 
or for long periods of time, because of the dan- 
ger of overlooking serious advancing disease. 


Dangers of Self-Medication 


Self-medication, except for minor and tem- 
porary conditions, doesn’t make sense for the 
following reasons: 
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e Symptoms are confusingly similar and 
deceptive because the same symptom can arise 
from many causes. It is not logical or effective 
to be treating oneself for something when one 
does not know what it is. 

® Reactions to drugs differ with different 
people, and in the same person at different 
times and under different conditions; therefore 
all but the most simple drugs must be given 
with care and subject to medical judgment. 
Among such “simple” drugs are pain-relievers, 
antiacid agents, laxatives, cold tablets, nose 
drops, nose and throat sprays, and external 
applications. Sleeping pills, “pep” pills, and 
tranquilizers are not included in this group. 

© Covering up pain with a pain killer, in- 
somnia with a sleeping pill, anxiety with a tran- 
quilizer, or fatigue with a stimulant fails to get 
at the basic causes of these conditions and may 
permit serious disease to progress to a point of 
danger. 

è Using a left-over drug from a previous 
illness under what seem to be similar circum- 
stances, a common practice among people who 
dose themselves, is unlikely to be helpful. It 
may be useless or even dangerous. It may waste 
valuable time in getting proper treatment. 

@ Using a drug prescribed for someone else, 
another common practice, is likely to be use- 
less, detrimental, or even dangerous because 
individual circumstances, needs, and reactions 
are likely to be different or dosage unsuitable. 

Nonmedical persons do not understand how 
complicated modern drugs are, the dangers of 
side effects, and the importance of keeping 
close watch on the effects of a drug—both 
those reactions which are desired and those 
that are not. 

Only a physician is prepared to evaluate the 
results of using a drug. Such evaluation is so 
difficult that when experiments with drugs are 
made, the danger that personal reactions will 
interfere with judgment is counteracted by the 
double blind system. This consists of using two 
preparations with code numbers. Neither phy- 
sician nor patient knows whether what the sub- 
ject gets is the drug under investigation or a so- 
called placebo, a substance without medical 
action. Sometimes a third or fourth coded 
preparation may be used when comparisons 
between several drugs are wanted. The double 
blind eliminates the psychological element in 
evaluation. The self-medicator obviously can- 
not be sure whether any benefits that follow the 
taking of a drug are necessarily due to taking 
that drug. 


THE PROPER USE OF DRUGS 


Many minor conditions improve with or 
without treatment. With few exceptions, it is 
reasonable to assume that if relief through 
drugs is necessary on a continuing basis, there 
is need for much more than self-prescribed 
drugs. Medicine has long gone beyond the era 
of the coated tongue and the universal faith in 
a good “physic.” 

Drugs may have unexpected effects. Most 
people are astonished when they are told that 
laxatives are the principal cause of constipation 
in many persons. How can that be, they ask? 
Aren’t laxatives supposed to overcome con- 
stipation? The answer, believe it or not, is no. 
They simply make the bowels move, which is 
a very different thing from overcoming con- 
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stipation. Habitually used in the false belief 
that the bowels must be cleaned out daily, lax- 
atives set a vicious circle in motion. The bowels 
do not act because they have nothing to act 
upon, and the victim, thinking he is consti- 
pated, takes more laxatives, making a bad 
matter worse. In the end he may really become 
constipated because of his indiscriminate use of 
laxatives. 

Many symptoms are not what they seem, for 
example, “acid stomach” as the announcers 
say on TV. What to do? Why, take an alkalizer, 
stupid! What else? What else, indeed! First, the 
stomach is normally acid, and if it gets too 
much alkali it starts producing more acid. If 
the over-acidity is due to an ulcer or to a rebel- 
lious gallbladder, no amount of alkali is going 
to solve the problem. If the trouble is due to a 
stomach cancer, serious danger lies ahead. Even 
an inflamed appendix can give trouble in the 
region of the stomach. So can emotional distur- 
bances for which no amount of “coating” the 
stomach with alkali will do any good. Another 
kind of stomach symptom is due to a special 
form of anemia in which the stomach produces 
too little of the right kind of acid, food 
ferments, and the wrong kind of acid develops. 

These are some of the reasons why self- 
medication does not make sense. They add up 
to the fact that it is illogical and inefficient to 
try treating a condition which has not been 
diagnosed with a drug whose effects you do not 
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understand. It is like searching in a dark cellar 
for a black cat that isn’t there. 

Besides being dangerous and ordinarily use- 
less, self-medication is expensive. The unnec- 
essary use of laxatives and vitamins runs into 
millions of dollars annually, to say nothing 
of the alkalizers, cold tablets, and pain-killers. 
All of them give no permanent relief but merely 
cover up symptoms, postpone proper treat- 
ment, and in many instances, allow serious 
disease to progress. The annual waste of 
money on self-medication would go far toward 
paying for the medical diagnosis and care 
which is really needed. 

Recognizing the dangers in self-medication, 
the Federal government has laid down require- 
ments to the effect that certain drugs may be 
sold only on prescription. This is intended to 
protect the patient who might try to use, without 
supervision and without knowledge of the dan- 
gers, a highly potent drug. Unfortunately, 
many persons get around this law. With the 
best of intentions, they give their partially used 
prescription to others who have “exactly the 
same thing I had’”—which is often something 
entirely different. Even if the condition were 
the same, the same drugs might not be used, or 
the dosage might be different. 

Of all “neighborly” acts, the most unneigh- 
borly is the loaning or giving away of left-over 
prescriptions. The results are often bad. Oc- 
casionally they are fatal. 


CHAPTER THREE 


SMOKING: FACTS YOU SHOULD KNOW 


AMERICANS SMOKE about 551,000,000,000 
cigarettes, the equivalent of about 4,295 cig- 
arettes a year for every person 18 years or older 
in the country. 

The smoking habit usually begins in the 
early teens. By the 12th grade from 40 to 55 
per cent of all children are found to be smok- 
ers, according to one study. Another survey in 
American secondary schools indicates that 
about one of every four boys smokes cigarettes, 
and one of every eight girls. The boys also are 
heavier smokers. This ratio follows through in 
adult life. Figures fluctuate, but it has been esti- 
mated that 60 per cent of American men smoke 
compared to 30 per cent of American women, 

Since 1939, numerous scientific studies have 
been conducted to determine whether smoking 
is a health hazard. The trend of the evidence 
has been consistent and has permitted sound 
evaluation of the health risk. Based on evidence 
derived from human population studies, clini- 
cal and autopsy studies, and animal experi- 
mentation, the smoking of cigarettes does con- 
stitute a definite risk to health. Skilled research 
personnel have conducted studies that prove 
tobacco smoking, particularly cigarette smok- 
ing, is associated with a shortened life expect- 
ancy. Cigarette smoking is regarded as an 
important factor in the development of cancer 
of the lungs, and cancer of the larynx, and is 
believed to be related to cancer of the bladder, 
esophagus, and oral cavity. Male cigarette 
smokers have a higher death rate from coro- 
nary heart disease than nonsmoking males. 
Cigarette smoking is regarded as the most im- 
portant of the causes of chronic bronchitis in 
the United States, and is also a significant fac- 
tor in laryngeal cancer. A relationship does 
exist between pulmonary emphysema and cig- 
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arette smoking, but it is not established that 
this relationship is causal. The majority of 
physicians and researchers believe these ob- 
servations to be correct and say, “Don’t smoke! 
If you don’t smoke, don’t start.” 

Some competent physicians and research 
personnel are less sure of the effect of cigarette 
smoking on health, although their number is 
dwindling. They believe the increase in these 
diseases may be explained by other factors 1n 
our complex environment, although evidence 
to support this view has not been forthcoming. 
Nevertheless they advise: “Be moderate if you 
must smoke.” i 

An individual may try to reach a solution 
about his own smoking by studying the evi- 
dence, making a rational decision, and acting 
on it. Accordingly, let us review some of the 
evidence that has accumulated from the re- 
search of many investigators during the last 
decades. 


Physiological Effects 


What is smoke? Smoke, a product of com- 
bustion, is a mixture of gases, various vapor- 
ized chemicals, and millions of minute particles 
of ash and other solids. These are drawn into 
the nose and throat during smoking and into 
the lungs by inhalation. The smoke includes 
some vaporized nicotine, a toxic substance 
found in tobacco, although much of 1t 18 
changed by heat. It contains tars and otbef 
products from the partial burning and distilla- 
tion of the tobacco. if he 

A smoker gets more nicotine and tar if t 
smokes a cigarette to the end. A significan 
amount of carbon monoxide is also proda 
which is quickly picked up by the oxy8® 
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carrying hemoglobin of the blood and reduces 
its oxygen-carrying ability. 


Effect on the Respiratory System 


As smoke is drawn into the breathing pas- 
sages and the air sacs of the lungs, the gases 
and particles in the smoke settle onto the sur- 
rounding membranes. One point of great con- 
centration is where a large tube (bronchus) 
divides into two smaller ones. Interestingly, 
this point is where most lung cancer begins. 

Pathologists—physicians skilled in the 
microscopic anatomy of disease—consistently 
find that the lining membranes of the air pas- 
sages of smokers are thickened and abnormal. 
The hairlike cilia on these membranes become 
damaged and are less effective in removing the 
toxic and irritating chemicals introduced by 
the inhalation of smoke. 

Pathologists also have found that smoking 
not only thickens the lining membranes of the 
air passages and obstructs them with secre- 
tions, but also stimulates a contraction of the 
muscles in the air passage walls which narrows 
them and further reduces air flow. There is con- 
siderable evidence that a single cigarette will 
markedly reduce the air flow of even an ex- 
perienced smoker. Potentially harmful parti- 
cles are deposited into the air sacs, the point 
where emphysema develops. Recent patho- 
logical studies in humans suggest an associa- 
tion of these changes found in smokers and 
development of this disabling lung disease. 

Smoke also affects the membranes lining the 
larynx or voice box. A pathologist identifies a 
smoker’s larynx by the thicker, often swollen 
vocal cords. The changes in the voice box are 
similar to those that occur in the air passages 
and in the lungs. These irritations cause swel- 
ling and increased secretion and result in 
“smoker’s cough.” 


Effect on the Circulatory System 


Smoking affects the heart and blood vessels. 
Nicotine, if injected or taken in tobacco 
smoke, stimulates that part of the nervous sys- 
tem that controls the heart, blood vessels, and 
other internal organs that function almost 
automatically. For years, smoking has been 
known to be related to Buerger’s disease, a 
constriction of the small arteries in the hands 
and feet that can lead to gangrene and neces- 
sitate amputation. Smokers also die more often 
from coronary heart disease. 
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Among other effects of smoking are those of 
an apparent tobacco allergy in some sensitive 
persons and aggravation of peptic gastric ul- 
cers. Patients with these conditions are gener- 
ally advised not to smoke. 

While all tobacco smoking affects health and 
life expectancy, cigarette smoking appears to 
have a much greater effect than cigar or pipe 
smoking. Among the possible explanations are 
that cigar and pipe smokers often do not inhale 
and the temperature at which the tobacco 
burns is different. 

Filters and denicotinization of tobacco or 
cigarettes are alleged to reduce the hazards. 
However, denicotinization has no effect on the 
kind or amount of tar in the smoke, and filters 
can only reduce, not eliminate the hazards. 


Psychological and Social Aspects 


That smoking is related to psychological 
and social situations is well known not only in 
the reasons people give for smoking, but also 
in other obvious reasons which they do not give. 
Young people often start smoking in imitation 
of older people who smoke or as an expression 
of a subconscious wish to be like them. Older 
children and youth want to be accepted by their 
friends and associates. Often friends dress 
alike, talk alike, and have other behavior in 
common. Smoking may be part of this attempt 
to conform. Not smoking could also be part of 
a group pattern. 

As a means of relaxation, the mechanical 
aspects of smoking are recognized. Under ten- 
sion or during an awkward lull in activity, 
smokers probably do relax by taking out a 
package of cigarettes, choosing one, getting 
matches, lighting the cigarette, and handling it. 

Some authorities suggest that a cigarette rep- 
resents a reward that a smoker can offer him- 
self whenever he wishes, or that the act of 
smoking represents a means of self-expression. 
In young people, it may represent freedom to 
do as one pleases, or be a reaction against adult 
authority. Others believe that people smoke 
because of the need for oral activity to fulfill an 
unsatisfied sucking reflex. 

Recent studies have shown that youngsters 
whose parents smoke will also tend to smoke. 
If older brothers and sisters smoke, the younger 
ones are more likely to become smokers. 

Much research remains to be done before an 
understanding is reached regarding the factors 
in smoking that produce satisfaction and often 
lead to habituation. 
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Physicians, other scientists, and many health 
agencies have studied the relationship of smok- 
ing to health and most are in general accord. 

The most extensive examination of smoking 
was published in January, 1964, by the Ad- 
visory Committee to the Surgeon General of 
the U. S. Public Health Service. The committee 
reported that “cigarette smoking is causally re- 
lated to lung cancer in men; the magnitude of 
the effect of cigarette smoking far outweighs 
all other factors. The data for women, though 
less extensive, point in the same direction.” 

The dangers in smoking, especially heavy 
smoking of cigarettes, are recognized all over 
the world. Statements on the subject have been 
issued not only by the United States Public 
Health Service, but also by the Royal College 
of Physicians in Great Britain and a special 
committee of the World Health Organization. 

The American Medical Association stated 
officially at its Annual Convention in 1964: 

“The American Medical Association is on 
record and does recognize a significant re- 
lationship between cigarette smoking and the 
incidence of lung cancer and certain other dis- 
eases, and that cigarette smoking is a serious 
health hazard.” 

The House of Delegates of the American 
Medical Association has officially endorsed the 
actions of the Joint Committee on Health 
Problems in Education of the National Educa- 
tion Association and the American Medical 
Association. This Committee, recognizing that 
“the specific components of tobacco exerting 
harmful effects on the human organism have 
not yet been defined and the exact pathological 
and physiological actions of these components 
have not been determined, nor the psychology 
of smoking fully understood, recommended 
authoritative research. . .in smoking such as 
that being conducted by the AMA and others.” 

The Joint Committee also resolved “that 
schools, physicians, health departments, and 
other community agencies cooperate in an ag- 
gressive program designed to discourage chil- 
dren from starting the smoking habit and to 
influence youth who are smoking to discon- 
tinue the habit.” 

The American Medical Association has not 
confined itself to mere endorsement. It has 
never allowed tobacco advertising in its health 
Magazine, Today’s Health, since publication 
began in 1923, and it banned tobacco advertis- 
ing from its Journal for physicians and its 
exhibits at scientific meetings in 1954, long 
before the hazards of smoking became scien- 
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tifically apparent. It is sponsoring clinical and 
scientific research, as well as an educational 
program on a continuing basis to call to the 
attention of the public, particularly young peo- 
ple, the known evidence against smoking. 

Manufacturers are trying to reduce the haz- 
ards of smoking by modifying tobacco, reduc- 
ing nicotine content, and filtering tars. The long- 
range effects of these efforts are not known. 

Research has been initiated to find and iso- 
late or refine harmful substances so that those 
who smoke may continue to smoke safely. 
Thus far, the results have been discouraging. 
As part of its concern with this problem, the 
American Medical Association is sponsoring 
a large-scale study to determine mechanisms by 
which human ailments may be caused or ag- 
gravated by smoking, in order to define more 
accurately the role of tobacco in disease. 

While to smoke or not to smoke is a matter 
of individual choice, most authorities now 
agree that never to smoke is preferable. Fur- 
ther, they would agree that significant evidence 
is accumulating which indicates the desir- 
ability for the heavy smoker to stop smoking 
or cut down to the point of moderation. 

The longer one smokes, and the more one 
smokes, the greater the risk of developing lung 
cancer. In those who quit smoking, the risk is 
diminished. Pipe smokers run more of a risk 
than nonsmokers, but far less risk than cigarette 
smokers. 

Medications are being sold which are in- 
tended to keep the smoker from smoking. Un- 
fortunately, these have not been successful. 
Antismoking clinics are being continually de- 
veloped and may help many smokers. Persons 
who contend that smoking helps them control 
their weight by decreasing their appetites can 
find more healthful controls. 

Whether to smoke or not to smoke is a major 
decision for anyone to make. A person who has 
not started the habit should carefully consider 
all the facts before doing so. 

For those who really wish to discontinue 
smoking, the following suggestions are offered, 
out of the experience of a physician who suc- 
cessfully stopped smoking cigarettes, and has 
not resumed after 13 years. It takes doing, but 
it can be done. 


How to Quit Smoking 


To quit smoking is not easy. It makes no 
difference whether the daily consumption is 
three cigarettes or three packs, or any number 
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of cigars or pipes, to quit smoking is a difficult 
task. Success depends on wanting to quit, will- 
power, and the use of various gimmicks to 
break the habit pattern. 

One who is not sold on quitting may stop for 
a few days or even a few weeks, but always 
reinstates his habit. Wanting to quit involves 
both a rational reason (based on facts which 
are now well documented) and a motivation 
that leads to positive action, the actual act of 
stopping. 

There are two schools of thought on the 
process of stopping. One advocates gradual 
withdrawal, the cutting of smoking in half each 
day till elimination of the last smoke makes 
one an abstainer. The other recommends the 
sudden cutoff. Now you smoke—now you 
don’t. For most people gradual withdrawal is 
more likely to fail, since the presence of to- 
bacco and the knowledge that it can be smoked 
dilutes the resolve to quit. Sudden cutoff may 
become uncomfortable, both physically and 
emotionally, but has a certain finality that 
helps. This is an “either—or” situation where 
one knows whether one is smoking or not 
smoking. There is no confusion about how 
much is smoked, or whether one has used his 
quota for the day. 

The habit patterns of smoking have become 
a part of the social and business life of the 
smoker. Most smokers crave a cigarette after 
each meal. Knowing this, special effort must 
be made to do something after meals, not pre- 
viously associated with smoking. Students who 
cannot smoke in class do so during their social- 
izing between classes. In a similar way office 
workers smoke during their coffee breaks. In 
such cases, the desire to associate smoking with 
these periodic opportunities must be rec- 
ognized and one’s behavior at these times 
changed as much as possible. 

It is easier to quit smoking when the whole 
living pattern to which one is accustomed can 
be changed. The most common of these is a 
vacation. With the timing of events different 
from the routine of office or shop, the signal for 
another smoke is met less often. 

Hospitalization for treatment of an illness or 
for surgery is another such opportunity. 
Though not pleasant in many cases, it does pro- 
vide a change of pace and habit and several 
days of forced abstinence on which to build. 

Smoking is a gregarious habit. Usually when 
one person lights up, other smokers will. The 
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person who has quit is tempted. He must state 
his position. It is therefore a wise precaution, 
after being sure that to quit smoking is the de- 
sired end, to announce that you have quit 
smoking. It may cause some good natured jok- 
ing, but it will reduce the offers of smoking ma- 
terials. It will also establish a social pattern in 
which the person quitting doesn’t dare smoke, 
and this has a very healthy influence. 

When the typical smoker quits he can expect 
a certain pattern of experiences. The first day 
is not bad, his enthusiasm is at high pitch. The 
next few days—up to a week or more—are 
uncomfortable. Part of the discomfort is the 
pain of breaking a habit, part is the elimination 
of the chemicals absorbed from tobacco smoke. 
By the end of two weeks the craving is nearly 
gone, though it returns on viewing others 
smoking or on smelling smoke. By now the 
senses of taste and smell have improved and 
with them appetite. Food tastes so much better 
that great care must be taken not to overeat. 
But even though the smoking habit is weak- 
ened, it is not broken. One cigarette or one 
cigar can return the backslider to the ranks of 
confirmed smokers. At this stage, unfortun- 
ately, the ones who return may smoke as much 
or more than they did before trying to quit. 

Success comes in three to six months, when 
a former smoker can go through his daily rou- 
tine and associate with smokers while having 
no desire to smoke himself. The acme 1$ 
reached when at the end of a year of abstinence 
the former smoker overreacts, and an effort 1s 
made to avoid places where people smoke— 
and there may even be a tendency to be critical 
of the people themselves. $ 

Where does one’s physician fit into this pic- 
ture? There are two circumstances in which he 
should be consulted. Medical supervision dur- 
ing the first few weeks of abstinence could so 
support one during this change that trouble- 
some reactions would be less likely. 

The other circumstance is the case where 
“the spirit is willing but the flesh is weak” — 
the resolve is made but the willpower to catty 
through is lacking. Here your doctor can pre- 
scribe drugs that may help some, although this 
is not always indicated. For some people suc 
drugs can make the nervous tensions assoc 
ated with breaking the habit less annoying. 

“Secret” drugs which can be put into the 
smoker's food or drink without his knowledge 
have no value. 


CHAPTER FouR 


ALCOHOLISM 


ALCOHOLISM is both a major chronic dis- 

ease and a major social problem. The illness 
afflicts between 6,000,000 and 8,000,000 per- 
sons in the United States alone. Because of the 
peculiar nature of the illness and because most 
of its victims are adults with families, three or 
four times that many people are directly 
affected by it. In addition, the alcoholic’s 
friends and employers share the brunt of his 
affliction. 
_ The economic and social costs of alcohol- 
ism are tremendous. Alcoholics cost their em- 
ployers millions of lost man hours each year 
and they cost their families many millions of 
dollars in lost pay, in money spent (or lost) in 
drinking bouts, in accidental injuries and dam- 
ages, in crimes and misdemeanors, in hos- 
Pitalization and treatment. Society as a whole 
must expend huge sums in maintaining insti- 
tutions for alcoholics—hospitals, sanatoria and 
clinics, and jails—where alcoholics form a sub- 
stantial proportion of the inmates. Alcoholism 
is believed to be one of the major causes of 
the nation’s traffic accidents, costing several 
thousands of lives and several million dollars 
worth of property damage each year. 

Until fairly recent times, alcoholism was 
considered by most persons to be a social prob- 
lem. The alcoholic was thought to have a “weak 
character.” It is now universally recognized 
that alcoholism is first and foremost a disease. 
As a disease, it is defined in several ways. In its 
active phase, it is simply the habitual consump- 
tion of too much alcohol. In addition, alcohol- 
ism is an addiction. The alcoholic is almost 
never “cured” in the sense that eventually he 


becomes able to drink moderate amounts of 


alcohol without disastrous effects. 

Because the nature of alcoholism has be- 
eas generally understood, it is now being 
aced more squarely as both a medical and 
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social problem. It is being attacked by various 
approaches. Relatives and close friends of the 
alcoholic have become interested in the effects 
of alcohol on the body, how the habit begins, 
and how the alcoholic can be restored to health. 
The public in general also has gained insight 
into the problem and has developed a desire to 
find a solution to it. As a result, there are en- 
couraging prospects that alcoholism, like many 
other chronic diseases, can come to be con- 
trolled. There is new hope that the disease will 
become far less of a problem for the alcoholic, 
his family, his employer and fellow workers, 
his community, and professional persons in 
the fields of medicine, health, and social serv- 
ice. 


Effects of Alcoholism 


The consumption of alcoholic beverages has 
for too long been associated with ideas of mer- 
riment and good cheer. This is indicated by the 
slang terms applied to their effect, such as 
“high” or “happy.” Alcohol is not a stimulant 
in any sense. Instead, it is an anesthetic, acting 
on the body in the same way as ether or similar 
anesthetics. It is worth noting that when ether 
was first introduced, medical students and 
others who had access to this anesthetic used it 
at “sniffing parties” to produce the same effect 
as liquor. 

One of the first parts of the body to show the 
depressing effects of alcohol is the front por- 
tion of the brain. In that area are the centers 
that govern self-control, finer judgments, con- 
science, inhibitions, and moral sense. As these 
are dulled, the drinker begins to talk and act 
with reckless abandon, and is easily led into all 
sorts of antisocial conduct. The “good cheer” 
is actually a response to the deadening, brake- 
releasing effects of alcohol. 
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As more alcohol is consumed its level in the 
blood rises and coordination diminishes. Or- 
dinary movements like walking or driving a car 
become difficult or clumsy. Speech becomes 
slurred, and the eyes may not focus properly. 
Studies have shown that sometimes the eyes 
jerk from side to side rapidly. This probably 
accounts for the sensation that the room is 
turning around. 

Because inhibitions and caution have been 
cast to the winds, the impulse to continue 
drinking becomes stronger. Finally, as the al- 
cohol level in the blood goes still higher, vital 
centers in other parts of the brain are affected. 
These are responsible for such life-sustaining 
functions as breathing and other reflex actions. 
If breathing should become too slow or should 
stop, death will occur. 

It is believed that some individuals appar- 
ently develop a certain amount of tolerance to 
alcohol if they are habitual drinkers. This 
means that they must drink more liquor to pro- 
duce the effects described above. Thus, a vi- 
cious circle is set up, and there probably occurs 
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a change in the basal metabolism of the brain 
cells, so that they become dependent on alcohol 
in order to function. It has been suggested that 
this is responsible for some of the frightening 
withdrawal symptoms that occur when an al- 
coholic stops drinking. These include the 
“shakes,” nervousness, delirium, and halluci- 
nations observed by the drunkard who is sober- 
ing up. They probably explain his frantic cray- 
ing for more alcohol at this time. 

Because alcohol is a strong chemical, it may 
damage other delicate body tissues if con- 
stantly present in the blood and body fluids. 
Actually, alcohol is used in the pathologist's 
laboratory to “fix” or harden tissues that are 
being prepared for microscopic examination. 
Because the liver must “break down” alcohol, 
exposure of its cells to this fixing action can 
produce permanent changes that eventually 
impair the normal functions and structure of 
that organ. 

Alcohol is as addicting as narcotics. That it 
can be obtained legally and without difficulty 
by any adult, in no way alters the seriousness of 
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its effects. This important fact must be kept in 
mind constantly, because in almost all locali- 
ties there are no other reminders—no laws 
forbidding its use by others than minors. 

Among the harmful effects of alcohol must 
be included the annual death toll attributed to 
the drinking driver, who is not necessarily a 
full-blown alcoholic. Each year, about half of 
the deaths resulting from automobile acci- 
dents—and these come close to 50,000—in- 
volve a drinking driver. 

Finally, but of importance, are effects of 
alcoholism on the individual’s personality and, 
in turn, on his social status and family relation- 
ships. Because all his pride has gone, the ex- 
cessive drinker pays no attention to the way he 
looks. Unshaven, unkempt, unwashed, wear- 
ing dirty, unpressed clothing, he arouses 
repugnance and distaste in all with whom he 
has contacts. This reaction turns easily to anger 
and rejection on the part of business associates, 
friends, and relatives. And because of this, the 
alcoholic continues along his same course, 
seeking even more eagerly the oblivion pro- 
vided by alcohol. It is not surprising that family 
discord develops, with all its shattering effects 
on morals and the feeling of pride and security 
in the home. 


Causes of Alcoholism 


Even without all the convincing evidence 
that has been produced in the last 15 or 20 
years to indict alcoholism as a pernicious, life- 
threatening disease, its destructive end-results 
have been known to mankind for centuries. 
Why, then, has dependence upon the use of 
alcohol continued to increase? The answer must 
be sought in aspects of man’s reactions to his 
environment other than merely the desire to 
have a “good time,” for no sensible person 
would take such risks for the brief pleasure ex- 
pected, 

Because alcoholism can be such a serious 
threat to health, social status, and home and 
community security, it is vitally important to 
detect the cause at the earliest possible mo- 
ment. It has been estimated that about ten per 
cent of people who drink are candidates for 
addiction. Unfortunately, early discovery is not 
always easy. There are no clear-cut signs that 
enable a relative or even a physician to say, 
This person is a potential alcoholic.” How- 
ever, individual reactions at relatively early 
Stages of drinking are often helpful. For 
example, a person whose character or person- 
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ality changes after only a drink or two, who 
becomes unusually aggressive or argumenta- 
tive or perhaps blatantly boisterous, will be 
well advised to take stock of himself. He should 
decide then and there that abstinence is the 
best course. Often “blacking out” after only a 
few drinks is a significant sign. 

Much evidence suggests that many alcohol- 
ics have common characteristics that incline 
them to addiction. Those whose background, 
home training, and emotional makeup have 
failed to help them face the realities of living 
are likely candidates for this escape from re- 
ality. Detection of such persons is not always 
easy. Many are borderline cases, able to meet 
average social, family, and occupational re- 
sponsibilities, but always close to the edge of 
retreat from demands that to them appear ex- 
cessive. As they discover how the anesthetic 
effect of alcohol dulls their fears and feelings of 
inadequacy, they tend to turn more and more 
to this easy way out. And since their problems 
melt into oblivion when they are in a stuporous 
alcoholic state, they tend to resort to alcohol 
all the more frequently. Because an alcoholic 
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“binge” in itself demeans the addict and em- 
phasizes his inadequacies, he is encouraged to 
further excesses. 

On the other hand, some observers interpret 
these same facts to indicate that the alcoholism 
is the cause of the deterioration which may oc- 
cur, rather than the effect of a pre-existing 
weakness. 

Whether or not alcoholism should be called 
a mental disorder is not easily decided. Definite 
evidence of psychiatric imbalance, if not actual 
psychiatric disease, will be found in some al- 
coholic victims. It is considered desirable for all 
alcoholics to have psychiatric evaluation as 
part of their general treatment program. Those 
in need of specific treatment in this area can be 
helped greatly if the need is uncovered. 

In other alcoholics, psychiatric and psycho- 
logical tests indicate they have no basic prob- 
lem in facing the realities of living. Instead, it 
has been their drinking which has created the 
inadequacy. Physicians who have studied this 
problem extensively report that more than half 
of their patients gave no indication of having 
previous neurotic tendencies, and that when 
the drinking habit was broken, they were able 
to live on a normal basis. 

Undoubtedly the basic problem is the invari- 
able tendency of the potential alcoholic to 
drink more and more as time goes on. Strangely 
enough, this often occurs without the alcohol- 
ic’s recognizing that he is increasing his intake. 
Not until he has become seriously habituated 
may he become aware of this. And by this time, 
he has progressed to the point where he cannot 
get along without his drink. Cutting down then 
becomes much more difficult, and in many 
cases impossible without outside help. 

Many other theories and concepts regarding 
the cause of alcoholism have been set forth. 
For example, some biochemists believe there 
may be a deviation from normal body chemis- 
try in persons who are vulnerable to alcohol- 
ism. And, as has been indicated earlier, social 
scientists have held that cultural and environ- 
mental factors have a tremendous bearing on 
the cause of alcoholism. 


Diagnosing Alcoholism 


In its full-blown state, alcoholism is of 
course easily diagnosed by relatives and friends 
of the alcoholic. The state of chronic semi- 
intoxication, with its detachment from reality, 
imperviousness to reasoning or persuasion, and 
general body deterioration, requires no scien- 
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tific evaluation or pronouncement. But there 
are somewhat earlier signs that will serve to 
alert the family and associates of the potential 
victim to the need for prompt, constructive ac- 
tion. These include: 

© Drinking excessively and frequently, 

@ Getting drunk without really intending to. 

@ Needing a drink at odd times, with no 
“party” excuse. 

© Going on “sprees” that are practically 
disabling. 

© Constantly thinking about drinking. 

@ Drinking alone. 

© Letting drink become the only important 
thing in life. 

© Losing time from work because of the ef- 
fects of drinking. 

@ Making elaborate excuses for drinking. 

@ Rationalizing the amount taken and rea- 
son for drinking. 

Sometimes alcoholism may not come to 
general attention until, through some unex- 
pected change in his daily routine, the alcoholic 
loses access to his usual supply of liquor. This 
calls to mind the classic story about the wife 
who discovered her husband’s illness only be- 
cause he happened to come home sober one 
night. Alcoholics develop unusual cunning 10 
covering up their use of intoxicating beverages, 
and are often able to maintain a “normal” front 
in contacts with friends, business associates, 
and even members of their family. Of course, 
as the habit becomes more solidly entrenched, 
such caution is usually abandoned, the drink- 
er’s only interest in life being alcohol. He be- 
comes indifferent to what others think or say. 


Treatment of Alcoholism 


Many treatment approaches are now avail- 
able for effective conquest of alcoholic addic- 
tion. Two important facts that are basic to any 
and all treatments are: 

1. The patient must recognize his problem 
and ask for help to correct it. f 

2. The condition must always be thought ok 
by family and friends as a disease, not as a sin 
or perversion that can be cured by punishment. 

If alcoholism has been long-standing an 
severe, a program of physical rehabilitation 
may be required before specific treatment E 
be given. Many chronic alcoholics are under 
nourished, weak, nervous, and without appetite. 
Some may even be suffering from marked V! 
tamin deficiencies. Some time may be rega 
to restore such patients to a reasonably norm 
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physical condition. Unless this is done, active 
treatment programs are likely to prove much 
less effective. 

In the medical area, in addition to the often 
important assistance provided by psychiatric 
treatment, certain drugs may be employed. 
Two that have received considerable attention 
are products that, when given, cause serious 
body reactions if any alcoholic drink should be 
taken. Although these symptoms, which in- 
clude nausea, vomiting, and marked prostra- 
tion, are impressive to the patient, they are not 
life-threatening. Usually no more than one or 
two demonstrations of the cause-and-effect 
sequence will be required to convince the alco- 
holic that if he continues the treatment pro- 
gram he must abandon further drinking. The 
decision to use these substances must depend 
on the doctor’s evaluation of the patient’s gen- 
eral health. 

Other medical ways to set up a “con- 
ditioned” reaction in the patient are available. 
With one, a preparation that causes vomiting 
may be injected by the physician after one or 
more drinks have been taken. After several 
such trials, weaning the patient away from al- 
cohol will be considerably simplified. 

Drugs that are often employed effectively, 
especially during the acute withdrawal period, 
include tranquilizers and sedatives. They will 
help the patient keep calm and refreshed as 
well as provide him the restful sleep that he so 
often needs. However, the physician will not 
put the patient on prolonged use of any of these 
products, since to do so might simply transfer 
him to another addiction, perhaps not so seri- 
ous but nevertheless as undesirable and un- 
necessary as alcoholism itself. 

Hypnotism may be tried in properly selected 
cases. This measure is not something that can 
be used casually or in a parlorgame type of set- 
ting. Only specially trained psychiatrists are 
considered competent to apply hypnotism and, 
as has been indicated, careful patient selection 
is essential. 

Counseling has always been recognized as 
having an important place in the therapy of 
alcoholism. In appropriate situations, the phy- 
sician can do much to reconstruct the alcohol- 
ic’s thinking and his attitude toward his prob- 
lem and its underlying causes. So can a 
clergyman who has the modern concept of al- 
coholism as a disease, rather than a sin or a 
weakness. 

Probably one of the most important forms of 
counseling that has been developed is the aid 
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provided by the organization known as Alco- 
holics Anonymous. This group, which is now 
world-wide in its operation, bases its services 
on complete, personal understanding of the 
alcoholic’s problem, derived through personal 
experience. Many A.A. members are convinc- 
ing demonstrations that it is possible, no matter 
how extreme a person’s former drinking habits, 
to live productively without alcohol. 

Giving of aid by an Alcoholic Anonymous 
member is usually on the personal or “buddy” 
level. Here the alcoholic receives sympathetic 
understanding and encouragement. 

Early in its operation, A.A. developed a set 
of steps that its members believed summed up 
the essentials of a comeback from alcoholism. 
These were based on the experiences of mem- 
bers themselves, rather than being obtained 
from non-alcoholic counselors, physicians, 
ministers, or others who, despite their sincere 
desire to help, had never gone through the per- 
sonal torture of having descended into the 
depth of alcoholism and then climbed back up. 
Only an A.A. member knew, they believed, 
what should be done. Nevertheless, the steps, 
12 in number, are never presented as dogma, 
but as suggestions to be tried out. They are: 

1. We admit we are powerless over alcohol 
—that our lives have become unmanageable. 

2. We have come to believe that a Power 
greater than ourselves can restore us to sanity. 

3. We have made a decision to turn our 
will and our lives over to the care of God as we 
understand Him. 

4. We have made a searching and fearless 
moral inventory of ourselves. 

5. We have admitted to God, to ourselves, 
and to another human being the exact nature 
of our wrongs. 

6. We are entirely ready to have God re- 
move all these defects of character. 

7. We humbly ask Him to remove our 
shortcomings. 

8. We have made a list of all persons we 
have harmed, and have become willing to 
make amends to them all. 

9. We have made direct amends to such 
people wherever possible, except when to do 
so would injure them or others. 

10. We have continued to take personal in- 
ventory and when we are wrong promptly 
admit it. 

11. We have sought through prayer and 
meditation to improve our conscious contact 
with God as we understand Him, praying only 
for knowledge of His will for us and the power 


464 


to carry that out. 

12. Having had a spiritual awakening as 
the result of these steps, we have tried to carry 
this message to other alcoholics and to practice 
these principles in all our affairs. 

As the recovery of thousands of alcoholics 
has demonstrated, A.A. can be helpful in 
many seemingly hopeless situations. Obvi- 
ously, both the alcoholic and his family must 
try to practice the organization’s program. 

Contact with A.A. can be made virtually 
anywhere in the United States. In larger cities, 
the local groups are listed in the telephone di- 
rectory. In less populous areas, information 
about A.A. groups probably can be obtained 
from health or welfare departments. Even 
casual inquiry among friends or neighbors 
will very probably reveal a contact. Like alco- 
holism, A.A. is everywhere. 

At regular A.A. meetings, personal experi- 
ences are exchanged and helpful attitudes 
developed. Both open and closed meetings are 
held. At the latter, family members can be 
helped to gain more insight into the alcoholic’s 
problems and how home situations can be de- 
veloped to help him. In some larger cities, 
there are special family meetings, and there is 
even an organization known as the Alateens. 
Its members are teenage sons and daughters 
of alcoholics who meet together to gain under- 
standing of the problems that are involved and 
how they can make the home and family rela- 
tionship easier for the alcoholic, and thus speed 
his recovery. 


Prevention of Alcoholism 


Alcoholism is more likely to occur in chil- 
dren when the disease has afflicted one or both 
of their parents. However, there is no evidence 
that it is actually inherited as diabetes tends to 
be, or like the color of hair and eyes or specific 
blood types. In looking further for possible 
causes, one realizes that certain personal char- 
acteristics, which may be acquired or inherited, 
can perhaps represent predisposing factors. 
As has already been pointed out, a person who 
is nervous, easily upset, tends to be withdrawn, 
and has difficulty in adjusting to life situations 
is a more likely candidate for alcoholism. 

Agreement is general that the environment 
is of vital importance in considering the causes 
of alcoholism. If the child has been brought up 
in a home where there is peace and harmony, 
where each member of the family recognizes 
and accepts his or her responsibilities, and 
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where there is a feeling of security and satis- 
factory adjustment to the demands of society, 
there will be little chance of alcoholism devel- 
oping. The high incidence of alcoholism among 
those who give a history of family discord, of 
irresponsible parents, of separation or divorce 
provides eloquent testimony to this fact. 

It is obvious that prevention of alcoholism 
begins at an early age. Its effectiveness will be 
directly proportional to the level of family 
living and adjustment that has been reached. 

Knowledge is another important deterrent 
to alcoholism. Young people should be told 
in simple, straightforward terms what alcohol 
does to the body. Emphasis should be placed 
on the untoward effects than can be produced 
by unwise use of this powerful anesthetic that 
causes “good cheer” only through its deadening 
effect on the brain. 

In good family surroundings, most young 
people will automatically acquire the ability to 
adjust readily to life’s demands. They quickly 
recognize that life will not always be easy, that 
there will be frustrations, and that everyone 
has certain physical and mental limitations. 
Accepting these realities, they will know that 
one cannot run away from life’s problems, but 
must face them squarely and do the best one 
can. Unfortunately, all too many alcoholics 
are inadequate in this aspect of living. They 
have “run away” into the temporary oblivion 
provided by alcohol, not realizing that this sim- 
ply compounds their problems. Š 

Most important in the family atmosphere 1s 
the example set by parents. Too much value 
must not be placed on drinking. Insistence 0n 
a routine of one, two, or perhaps more high- 
balls or cocktails before dinner may establish 
an undesirable pattern for the children 1n, the 
family. The giving of “make-believe” drinks 
or diluted alcoholic beverages to young chil- 
dren tends to establish wrong values in their 
minds. Often, young people drink only because 
they want to be considered “grown-up,” an 
because that is what the grown-ups they know 
do regularly. It hardly needs to be pointed out 
that the example set by a parent who is an alco- 
holic can have a tremendous influence of 
children exposed to such a home situation. 
Youngsters, because of insecurity engendere 
by alcoholism in the home, may use the same 
method of escape from their problems as they 
have seen a parent use. 

Prevention of alcoholism at its onset, be- 
fore the pattern has become firmly establishes 
is equally important. In addition to attentlo 
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to the personal characteristics that suggest the 
possibility of beginning alcoholism, other help- 
ful reminders are available. It must always be 
borne in mind that early detection and pre- 
vention must rely heavily upon the honesty 
and good sense of the individual involved, as 
well as upon the alertness and judgment of 
those about him. Because alcoholism is such 
an insidious disease, its victim rarely recog- 
nizes it in its early stages. That is why he will 
deny there is any possibility that he is drinking 
excessively, and why it is necessary for friends 
and relatives to insist that the potential patient 
face the matter honestly and make a sensible 
analysis of it. 

All too often, social customs operate to 
make prevention of alcoholism difficult. It has 
been stated, with reasonable justification, 
that alcohol occupies too great a part of our 
culture. Social pressures to drink are often 
tremendous. But refusal to drink alcoholic 
beverages, with or without reason, is a personal 
privilege that should always be respected. 

Fortunately, the feeling is becoming more 
widespread that critical or joking comments 
about an abstainer are impolite and out of 
place. Also, the term alcoholism no longer 
carries the stigma it once had before the condi- 
tion was recognized as a disease. Therefore, 
persons with this problem are no longer as 
likely to be embarrassed by having public at- 
tention called to it when they refuse liquor. 
Casual, understanding acceptance of such re- 
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fusal will help reinforce the patient’s deter- 
mination not to drink, and help to prevent his 
becoming self-conscious and uncomfortable. 
The host and hostess who are alert to all possi- 
ble desires of their guests will have available, 
without question or challenge, soft drinks, fruit 
juices, coffee, and tea to meet every preference. 

Public tolerance of drunken behavior is 
unfortunately still widespread. Drunkenness 
is a matter for laughing and joking, and the 
comedian who presents a drunkard skit on the 
stage or television is enthusiastically ap- 
plauded. This attitude must change. Everyone 
must recognize and accept the obvious fact 
that there is no acceptable reason for volun- 
tarily drinking excessively. Where drunken be- 
havior is not tolerated, there we find little al- 
coholism. For example, among the Chinese, 
where drinking is frowned on, there is almost 
no alcoholism. 

The simple fact with which all alcoholics 
must learn to live is that once the disease is 
halted, alcohol can never be taken again. There 
is no half-way measure. Like diabetes, alco- 
holism is never cured. Eternal vigilance and 
avoidance are necessary. It is as dangerous to 
take “just a glass of beer” as it is to drink a 
pint of whiskey. As time passes, as the alco- 
holic gets better and better adjusted to normal 
living and realizes that he can function happily 
and productively in such an atmosphere, the 
temptation to drink will lessen. But still the 
alcoholic must always keep his guard up. 


CHAPTER FIVE 


NARCOTIC ADDICTION 
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THOUSANDS OF AMERICANS awakened this 
morning with one driving need—to obtain 
enough illegal drugs to see them through the 
day. They are victims of a habit so powerful 
and so expensive that many will commit crimes 
before the day is done in order to pay for their 
drugs. 

The drug addiction problem is centuries old. 
In this country it dates back at least to the Civil 
War period. Recognition by the American 
public of addiction as a public health problem, 
however, is relatively new. Such awareness has 
developed only during the past few decades. 

The term “dope fiend” brings to mind im- 
ages of wild-eyed derelicts given to violence 
and crime. It is true that addiction is linked to 
crime, but usually in an indirect way. The ad- 
dict’s crimes are most often the result of his 
urgent need for money to buy more drugs. 
Seldom does the use of drugs in itself lead the 
addict to commit a crime. A substantial num- 
ber of younger addicts have a preaddiction 
record of antisocial activity, but no relation 
between these acts and the use of drugs has 
been shown. Despite these facts, it is difficult 
to supplant the image of an addict with the 
truth about addiction. 

Narcotics addiction is a complex human 
problem which has benefited little from the 
remarkable advances in knowledge in related 
fields. Partial explanation for this fact lies, 
perhaps, in the very nature of the problem. 
Addiction is often a solitary affair—a quiet, 
unobtrusive habit. The addict associates chiefly 
with other addicts. Unlike the alcoholic, he is 
not likely to be obnoxious or to bother other 
people. His problem is easily kept in a dark 
corner because, for the most part, it develops 
in society’s shadowy corners. It is only when 
he is driven to crime to finance his habit that 
the addict attracts public attention. 

Addiction is a serious illness, with fre- 
quently tragic consequences, It is also linked 
in the public mind with the underworld, which 
today in the United States is the source of nar- 
cotics. As a result most people are concerned 
with addiction as a crime rather than with ad- 


diction as a disease. Such is the nature of addic- 
tion that the public has felt justified over the 
years in considering it more of a problem of 
morality than as a psychiatric and public 
health problem. 

In numerical terms, the addiction problem 
seems small and insignificant when compared 
with alcoholism or with the venereal disease 
problem. The truth is that no one can say, with 
complete certainty, how many people are ad- 
dicted to drugs. Addicts are hardly eager to be 
counted in a census, knowing that their behav- 
ior is illegal and considered immoral. 

In addition, the size and significance of the 
addiction problem must be measured in terms 
of human suffering, disrupted lives, and the 
financial cost to society. The effect on the ad- 
dict’s family is often devastating. The family 
is often in the position of longing for help but 
not knowing where to turn for it, and at the 
same time, fearful lest its secret be discovered. 

The typical narcotics addict requires $10 to 
$30 daily for drugs. Male addicts usually turn 
to stealing in one form or another to obtain the 
necessary money. Since stolen merchandise 
brings the thief only a small proportion of its 
original cost, addicts must steal items worth far 
more than the cash they need for drugs. It can 
safely be said that the typical male addict may 
steal in a year’s time merchandise valued at 
from $30,000 to $90,000. The figure of 
$350,000,000 has been suggested by the Fed- 
eral Bureau of Narcotics as the amount spent 
annually for illegal drugs. 

The typical female addict usually resorts to 
prostitution to obtain the money she needs. It 
is likely that more than half the women 1n the 
prisons of our large cities are both prostitutes 
and narcotic addicts. 4 

It is clear that society is paying an exorbi- 
tant price, in a variety of ways, for continuing 
to let this problem go unsolved. 


Drugs Used by the Addict 


A : ive 
True addiction occurs only with were 
drugs and is associated with the continued U 
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of barbiturates and opiates. Addiction has 
three separate but related phases: tolerance, 
habituation, and physical dependence. Toler- 
ance is the diminishing effect of the same dose 
of a drug, or the need to increase the size of 
the dose in order to get an effect similar to the 
earlier ones. Habituation is the emotional or 
psychological need which is met by the drug. 
Dependence is the body’s need to get the drug. 

Opiates that have been used by addicts in 
the United States are opium, morphine, heroin, 
and the synthetic drugs that are manmade but 
have an effect similar to that of an opium deriv- 
ative. In the early 1930’s, opium ceased to be 
the drug of choice among American addicts, 
giving way to morphine. A few years later her- 
oin, a morphine derivative, became their pre- 
ferred drug. Heroin is nearly twice as powerful 
as morphine and is used by most of today’s 
opiate addicts. Heroin is illegal in the United 
States, and anyone possessing it is violating the 
law, for either the heroin itself, or the opium 
from which it is made, must have been smug- 
gled into the country. 

Although not an addicting drug, cocaine is 
habituating and is used by some opiate addicts. 
It gives an almost instantaneous “charge” 
which is very concentrated and intense but of 
short duration. It stimulates, whereas opiates 
depress. Addicts seldom use cocaine by itself 
consistently because it is extremely highpriced 
on the illegal market and because its effects are 
so short-lived. Some experienced addicts like 
to mix heroin and cocaine into a “speed ball” 
which combines the immediate “kick” of co- 
caine with the extended afterglow of heroin. 
Addicts also call this mixture a “love affair,” 
because heroin is often referred to as “boy” 
and cocaine as “girl.” 

7 Other drugs which are under federal regula- 
tion, even though they are not opiates and not 
addicting, are marijuana and peyote. They, too, 
are stimulants—not depressants. 

The barbiturates, or sleeping pills, are re- 
garded as genuinely addicting drugs when used 
to excess. Evidence gathered in the past few 
years strongly suggests that overuse of barbitu- 
rates may lead to an addiction as serious, if not 
more so, than the opiates. Some narcotic users 
take barbiturates if their regular drug is 
not available, and some take both. 

Many people still believe that an addict can 
be identified by his appearance. He cannot. As 
a matter of fact, members of an addict’s imme- 
diate family may not observe any changes in 
his appearance due to his use of drugs. It is 
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true, however, that heroin users may have scars 
or sores on their arms resulting from repeated 
injections of the drug into the veins. 


Identifying the Addict 


It is extremely difficult to recognize an opi- 
ate user who is receiving a regular supply of his 
drug. If the drug is withdrawn for one or two 
days, however, the addict is easily identified by 
a series of definite involuntary reactions called 
the withdrawal or abstinence syndrome. The 
severity of the addiction can be measured by 
the severity of this reaction pattern. A mild ab- 
stinence syndrome involves sneezing, yawning, 
perspiring, watering of the eyes, and a running 
nose. A moderate response includes tremors of 
the body, goose flesh, loss of appetite, and di- 
lation of the pupils. 

A severe syndrome often involves fever, in- 
creased blood pressure, rapid breathing, in- 
somnia, and acute restlessness. In its most 
intense form, the response takes the form of 
vomiting, diarrhea, weight loss, and spasms of 
the limbs. The reaction pattern begins when 
the effect of the last “shot” starts to wear off. 
For the typical heroin addict, this period is 
nearly 6 hours; for the morphine addict, it is 
12 hours; for the opium addict, 24 hours. 

Contrary to a widely held belief, drug addicts 
are not necessarily members of society’s lowest 
class—economically, socially, or mentally. 
Through history, a few highly intelligent, tal- 
ented, well-known figures have been addicted 
to narcotics. This is true today as well. But the 
addict group that attracts the greatest attention 
and elicits the deepest public concern today is 
made up of teenagers. The bulk of them come 
from the slums of our large cities and from 
the underprivileged minority groups living in 
these slums. Some of these young addicts are 
members of gangs and have been involved in 
delinquent and even criminal activities prior to 
their development of the drug habit. Their use 
of drugs represents simply one more phase of 
the antisocial pattern of their lives. In this re- 
spect, today’s young addict differs from the 
drug user of the 1930’s who usually had a clean 
record until his need for narcotics drove him to 
criminal activity. 


How Addiction Starts 


Most addicts begin using drugs as a result of 
associating with those already using drugs. It 
must be pointed out, however, that many, if not 
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most, persons who try drugs out of curiosity do 
not use them a second time and certainly do 
not become addicted. It is likely that only those 
persons who feel that drugs help them cope 
with their serious personal problems continue 
to use narcotics and ultimately become addicts. 
It is not possible to make generalizations about 
the reasons for drug use because it appears that 
drugs meet different needs for different per- 
sons. For example, some addicts may begin 
using drugs to be like the members of a group 
they admire, while others may develop the 
habit to accent their individuality and to set 
them apart from a group that does not take 
drugs. 

A substantial number of addicts in large 
cities begins using narcotic drugs at approxi- 
mately the age of 16, the age when adolescents 
are likely to be faced by the new challenges of 
maturity. Many of these teenagers suffer from 
a personality disturbance so severe that they 
seek to “tune out” reality and its commitments 
and decisions. Different kinds of inadequate 
persons may begin and continue to use drugs. 
There is no general agreement about the type of 
personality make-up that is most likely to be 
found in addicts, although many seem to have a 
schizoid, or split, personality. There is urgent 
need for more research in this field to deter- 
mine the common denominators of the addict 
personality, if there be such. 


Treating the Addict 


The federal hospitals at Lexington, Ken- 
tucky and Fort Worth, Texas have a total of 
1,800 beds for the treatment of narcotic ad- 
dicts. In addition, California (since 1962) and 
New York (since 1967) maintain programs 
for civil commitment of addicts. 

Treatment in most hospitals consists of giv- 
ing the addict a continually smaller dosage of a 
synthetic opiate until his habit is broken. It is a 
fairly routine medical procedure, often followed 
by psychiatric treatment. If it were as easy 
for the addict to remain off drugs as it is 
for him to be withdrawn from them, the prob- 
lem would be comparatively simple. 

Much of the difficulty in treating addicts 
stems from the public’s lack of information 
about and understanding of drug addiction. 
Many people are repelled, even while fasci- 
nated, by the addict, viewing him as a demonaic 
“dope fiend.” This is unfortunate, for a neces- 
Sary part of any effective treatment program is 
an attitude which accepts the addict as a sick 
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person who suffers from a serious disease. 

The ex-addict returns to his home from a 
federal hospital under extremely difficult cir- 
cumstances. He is back in the environment 
which helped to make him an addict, and peo- 
ple are likely to know he is a former addict. 
Usually, he returns with no money and when he 
goes looking for work, he finds that employers 
are very wary about hiring ex-addicts. 

The chances are that his relations with his 
family have been strained by his long absence 
and by the community’s obvious disapproval 
of addiction. His non-addict friends may be 
suspicious of him, and his addict friends may 
be far too available. Social agencies often are 
reluctant to help the former addict because 
they feel the chances of his successful adjust- 
ment are too slight to warrant the necessary 
expenditure of time and counseling talent. 

In view of the lack of support the former ad- 
dict receives, it is not surprising that he often 
goes back to drug use as a way of expressing 
his disenchantment with his community. He 
does so even though he may have been eager to 
break his habit and return to normal living. It 
is heartening to note that a number of volun- 
tary, non-governmental groups have been 
working in some areas to provide neighbor- 
hood facilities for such returnees. 

On the other hand, there is evidence to sup- 
port the belief that some—perhaps many— 
addicts go through a process of “maturing out” 
of their habit. They stop taking drugs, often 
without much treatment. The very passage of 
time is a major factor in this process. 

Since 1963, the synthetic opiate methadone 
has been used in the social rehabilitation of 
heroin addicts. Cyclazocine, a long acting nar- 
cotic antagonist, has also been used to treat 
highly motivated heroin addicts to avoid re- 
lapse. 

Synanon, an organization for former addicts 
in California and New York, has had some 
success in rehabilitating addicts with its pro- 
gram of residential treatment, which relies 
heavily on leaderless group-therapeutic ses- 
sions. 


The Causes of Addiction 


The sociologist sees addiction as a problem 
that develops in certain geographical areas, in 
specific environments. He points to the under- 
privileged groups in a few big city neighbor- 
hoods who form a large segment of the ad- 
dict population. He equates addiction with 
economic depression, cultural deprivation, 
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and a high rate of juvenile delinquency. The 
psychologist, on the other hand, interprets ad- 
dictionamong minority groups as an expression 
of the frustration and hostility they feel but 
cannot express outwardly. The psychoanalyst 
sees the addict developing in and responding 
to a specific kind of family situation. 

Many people hold fast to the idea of addic- 
tion being strictly a problem of law enforce- 
ment. They feel that if the smuggling rings are 
smashed and the “pushers” thrown in jail, drug 
addiction will disappear because there will be 
no illegal drugs available. 

Another group holds the opposite view. 
They insist that addiction is an illness and that 
law enforcement cannot cure an illness. They 
point out that prohibition did not eliminate 
alcoholism. Drug use, they point out, is a symp- 
tom of other serious problems, and any treat- 
ment for addiction must take these problems 
into consideration. 

This group also argues that making addic- 
tion a crime may actually increase the number 
of addicts. Because drugs are illegal, they are 
expensive; because much money can be made 
from their sale, the underworld and the “push- 
ers” try to make as many addicts as possible. 
This group points to the low number of addicts 
in Great Britain. There addicts may register 
with the police, without penalty, and receive 
drugs at low cost while undergoing medical 
treatment. 

Formidable barriers stand in the way of 
progress in the narcotics addiction field, but the 
situation is far from hopeless. As this is writ- 
ten, there is a new stirring of interest in the 
drug problem, there is encouraging action on 4 
number of fronts, there are many hopeful signs. 

Special efforts have been made by sever 
state probation and parole departments to test 
the usefulness of intensive casework by parole 
officers to help the addict make a satisfactory 
social adjustment. 

A number of church-sponsored groups have 
pioneered in providing services to support ad- 
dicts trying to break their drug habit. A few 
voluntary agencies are developing experimen- 
tal casework services tailored to the needs of 
the addict struggling with the problem of re- 
adjustment. k 

The mass media are focusing the public’s at- 
tention on the problem of narcotics addiction. 
It is not uncommon these days to pick up a 
popular magazine and find an article dealing 
with some facet of drug addiction. More an 
more television panel programs present dis- 
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cussions of various aspects of the problem. 
Many motion pictures dealing with addiction 
have been produced. 

Narcotics Anonymous, patterned after Al- 
coholics Anonymous, was founded in 1949 by 
Daniel Carlson, a former addict. It now has 
branches in a number of cities and is gaining 
experience in providing effective resources for 
addicts. NA accepts only members who are off 
drugs, and offers the ex-addict the opportunity 
to discuss his problems with others who are 
facing similar difficulties. The group gives 
many ex-addicts the kind of support they need. 

While addiction can be treated successfully 
in some instances, it is a long and hard fight, 
and relapses are common. It cannot be empha- 
sized too often or too earnestly that the only 
way to be safe against drug addiction is to avoid 
any practice that might lead to it. Trying mari- 
juana just for kicks often leads to heroin addic- 
tion. Glue-sniffing by adolescents, using air- 
plane model glue, can lead to serious physical 
results, and the effects it produces may cause a 
desire for bigger and stronger “kicks.” Other 
dangerous drugs include peyote (mescaline), 
Mexican mushroom, jimson weed, and LSD- 
25. These drugs are known as hallucinogens; 
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they create a temporary illusion of well-being, 
but their ultimate effect is trouble. 

Temptation to experiment with drugs ac- 
companies the idleness forced upon young 
people unable to find jobs. This will be greater 
if they associate with groups whose morals are 
lax, and whose leadership is perverted. 

Another form of drug use which leads to 
habituation rather than addiction is the use of 
stimulants or “pep pills,” such as ampheta- 
mine, commonly employed by students and 
others who wish to keep awake under difficult 
conditions. Often sleeping pills are alternated 
with stimulants. These create first artificial se- 
dation and then stimulation, an undesirable 
substitute for normal rest and sleep. 

While drug addiction has been decreasing in 
the United States, it remains a serious problem 
in areas where minority groups are numerous, 
and where social and economic conditions are 
unfavorable. Young people should be warned 
in a factual, unemotional, but emphatic manner 
of the dangers involved in trying a drug “kick” 
just once. 

The only safe way to use any kind of drugs, 
except possibly a few common household rem- 
edies, is under medical supervision. 
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CHAPTER ONE 


THE HANDICAPPED ADULT 


THE PACE of modern living has impressed 
every individual with the need for saving 
money, time, and energy. Efficiency is seen in 
short-order restaurants, drive-in banks, movies, 
and motels, frozen and prepackaged foods, in- 
dustrial production lines, and jet transportation 
As the pace increases for the non-disabled, it is 
particularly important that the disabled make 
the most of their capabilities. 

Actually, labor-saving methods and devices 
are made to order for those with physical limi- 
tations, allowing them to take their place in so- 
ciety side by side with their non-disabled neigh- 
bors. However, not all devices are usable 
without some individual modification, and only 
some of these modified devices are at present 
available commercially. The following is pre- 
sented to help disabled individuals and their 
families become acquainted with what does 
exist. And it may inspire the creative to invent 
other devices. 


Problem Areas 


Some of the activities that are apt to be the 
most frustrating are the simple, everyday acts 
which most of us do without particular thought 
but which, because they must be done reg- 
ularly, cannot be ignored. Eating is necessary 
to sustain life, and it usually is done three times 
a day. To be dressed—and comfortably so— 
is a physical need, while to be attractively 
dressed is almost a psychological necessity. 

Have you ever tried cutting meat with only 
one hand? Getting into a bathtub with stiff, 
painful, and paralyzed legs? Or zipping up the 
back of your dress, even with two good hands 
and arms? 

Other basic problems may range from in- 
ability to hold a pencil or telephone to opening 
a can of food, from reaching objects on high 
shelves to reaching and turning on water fau- 
cets, from threading a needle to manipulating a 
slide rule. 

The approaches and devices which are de- 
scribed herein are not intended to be set forth 
as the only answers that exist, nor will all be of 
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. Which their disability tends to accentuate. 


equal value to all. But it is hoped that this dis- ~ 
cussion will help make your efforts more fruit- 
ful. Much time may be saved by not duplicating 
work already done and avoiding common pit- 
falls and disappointments. y 


Hints for the Family 


It is understandable and quite normal that 
you should wish to do for the disabled member 
of your family, but it may be more helpful to 
allow him to do for himself. y 

To make sure that you are really being help- ~ 
ful, it is wise to check with the patient’s phy- 
sician and have him outline the patient’s real i 
capabilities and limitations. It may seem in- 
credible that the miracles of modern medicine ~ 
do not include a cure-all for all our ills. How- 
ever, there are some facts that we must accept. — 
We know that the aging process, for one, often 
brings with it less than 20-20 vision and joints 
that are not as limber and flexible as those of 
youth. Certain illnesses may also cause I 
reversible damage—some arthritis, for in- 
stance, or spinal cord injury—and activity may — 
thenceforth be restricted or modified. _ 

It is sometimes possible that the patient 1$ 
not interested in minimizing his physical prob- 
lem. There may be many reasons for such am 
attitude and they may or may not be change 
able. Real psychological problems are best 
handled by a competent psychologist or PSY 
chiatrist, but the following list may serve as al i 
illustration of various kinds of problems. 

© The dependent nature of some people, — 


© The lack of intellectual ability or educa- 
tional background. 

© Plain laziness. 

© The need to let others do the work after 
having spent a lifetime of “doing for others. 
(The parents who now feel that the children ’ 
should take care of them.) A E 

© The aesthetic type who may object K 
equipment or to certain techniques (such a ~ 
use of mouthstick, wearing of splints, etc.) be — 
cause they are not cosmetic or graceful in use 
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hooks in place of buttons. 


Dressing aids for handicapped women include non-tie apron (left) and easy-opening 


Three-piece suit has special side-seam trousers with two-way zippers. Dressing stick (right) helps in many ways. 


Modified dressing stick (left) used in putting on socks, even shoes. Shoe horn on stick helps with step-in shoes. 
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@ The expectation of complete recovery, so 
that devices are not seen as a necessity. 

Once you know what can realistically be ex- 
pected of the handicapped individual, and you 
know that he is desirous of receiving help, then 
your help can prove invaluable. Even here, 
though, a few cardinal points of procedure may 
prove useful to you. 

1. Offer help, but don’t try to force it upon 
someone, 

2. Find out what activity is most important 
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to the individual and start with that—be it eat- 
ing, putting on make-up, reading, or playing 
cards. 

3. Seek the patient’s ideas. If he has some, it 
will be more rewarding for you both to pool 
your efforts. Otherwise you may be only grat- 
ifying your own desires. 

4. If possible, seek the guidance or consul- 
tation of a physician or therapist. There may be 
some techniques that they can recommend as 
more helpful than others. 


' i f 
Occupational Therapy Service, N. Y, U. — Bellevue Medical Cente 


Personal grooming aids for the handicapped person include special, long-handled brushes, combs, and electri 
razors, and chair baths. Good personal appearance is especially important to the morale of the handicapped. 
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Those with hand or muscular-coordination handicaps 
ok eat without great difficulty or fear of embarrass- 
ent with specially-designed utensils and table aids. 
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5. Keep an open and receptive mind to ideas 
of others. It is instinctive to try to “better” 
someone else’s creation. But be sure you under- 
stand it before altering or rejecting it. 

6. Keep devices simple. The “Rube Gold- 
berg” may be an interesting conversation piece, 
but not necessarily a useful piece of equipment. 


Hints for the Disabled 


A few more hints, these for the disabled per- 
son himself, are: 

e Accomplishment is more important than 
how it is done (except at the expense of energy 
or of medical danger). 

© Give it your best try. A tie or a shoe lace 
can be tied with one hand. A glass or an electric 
razor can be held with two hands if your grasp 
is weak. Put the emphasis on what you can do. 

e Don’t be afraid to experiment a little and 
make a few mistakes. And remember that the 
first attempt may not be perfect. One does not 
learn to drive a car or play the piano or bake a 
cake without some practice. 

@ Remember that anyone forced by neces- 
sity to stay in bed for a while must learn to walk 
again. The athlete who does not keep in prac- 
tice becomes “rusty” very quickly. 

e Accept help graciously when it is offered. 
Just as service is the hallmark of a good res- 
taurant, some “waiting on” is ordinary courtesy 
extended from one person to another. 


Finding Solutions 


Every activity that we perform is managed 
with certain kinds of motions, most of which 
are commonly used by all of us. Even though 
some of us do hold a pencil or a spoon in 
a slightly different manner, two things dictate 
the procedures. One is custom—and this may 
vary in different localities and countries—and 
the other is structure and anatomy of the 
human body. Each person, for example, has 
approximately 57 muscles with which to ma- 
nipulate his one hand and arm, and these mus- 
cles perform designated movements. The de- 
vices shown in this chapter offer assistance to 
or a substitute for certain motions that are no 
longer possible. 


Homemaking Hints 


The disabled homemaker has been long ne- 
glected. Many of her problems can be solved by 
providing assistance to permit her to carry out 
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her activities of cooking, cleaning, ironing, bed- 
making, and sewing. 

In the kitchen, where a large portion of the 
homemaker’s time may be spent, there are 
many ways to simplify tasks. Sometimes special 
equipment may help, but more important is the 
arrangement and placing of standard equip- 
ment and tools already in use. 

Few non-disabled housewives would admit 
to being inefficient. But many—and they in- 
clude the community’s most respected cooks or 
housekeepers—accomplish their tasks through 
unnecessary work energy expenditure. Mod- 
ern equipment has helped to make more time 
available for everyone, but even this is not the 
real secret of energy saving. 

The increased production of industry is 
based largely on time and motion studies of the 
various jobs involved. Much that has been 
learned is applicable to the homemaker and her 
job. Some of the cardinal rules for her to follow 
are: 

1. Most trips are made between sink and 
stove. Locate them as close together as possible 
to save steps. 

2. The refrigerator is best located next to 
the sink, as items are usually used there first. 

3. A work space between the refrigerator 
and sink and between the sink and stove 
reduces the carrying of utensils and may make 
sliding of some items possible. 

4. Work heights should be convenient for 
you. Slightly lower than elbow level is most 
usable, although a lower surface is indicated 
for heavier tasks such as beating and chopping. 

5. Tools and supplies should be stored at 
their place of first use (sometimes a duplicate 
item is helpful). 

These general principles of work are worth 
keeping in mind and should be checked against 
your present method of doing things regularly. 
It may be difficult to accept a change, but if you 
are the adventurous type of person, you may 
find it rather stimulating as well as helpful to 
alter your old procedures. 

While many answers to the problems of the 
handicapped have already been found, there 
are many more to be invented. And simplifica- 
tion and improvement of those in existence js 
to be anticipated, inasmuch as this is a rela- 
tively young endeavor. It is the right of every 
disabled person to seek independence through 
the use of whatever tools or devices will assist 
him in his efforts to make use of his inherent 
skills and abilities and to become a productive 
and useful member of society. 
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Photos on this page present special devices—from i 
opener (top) to special storage area (bottom) 
allow the handicapped to do routine jobs in the kite! 


CHAPTER Two 


BIRTH DEFECTS 


BIRTH DEFECTS constitute today’s greatest 
unsolved childhood medical problem. More 
than 250,000 babies are born in the United 
States each year with serious birth defects. 
Such malformations cause more than 50,000 
deaths in the first year of life and 500,000 in 
unborn children. 

As the population increases, and as more in- 
fants are protected from childhood infections, 
the number of those with disabling birth de- 
fects who live to adulthood increases. A single 
victim who must be institutionalized yet who 
lives a normal life span, as many do, may cost 
his family or the state more than $100,000. 

What do we know about preventing birth de- 
fects, a problem as old as time? Are there any 
specific rules to prevent such defects that we 
can give a pregnant woman? What do we know 
that we did not know before? Fortunately, 
recent research has been most productive, as 
can be seen from this progress report of March 
of Dimes-financed projects: 

Test for galactosemia: Development of an 
accurate blood test helps to detect both victims 
and symptom-free carriers of an inherited dis- 
ease called galactosemia. Galactosemia is a 
chemical birth defect which causes mental re- 
tardation in babies when they drink milk. This 
test is an important new weapon for early de- 
tection of this inherited disease. 

Test for maple sugar urine disease : Develop- 
ment of a simple blood test helps to identify in- 
fants with a rare condition termed maple syrup 
urine disease, so-called because of a sugar-like 
odor to the urine of its victims. This inherited 
condition involves abnormalities in body chem- 
istry which generally result in mental retarda- 
tion and death by the age of two. 

Homograft barrier: Apparent cracking of 
the “homograft barrier” is a notable achieve- 
ment in efforts to make adult animals per- 
manently tolerant to organ transplants and skin 


grafts, which may open the way to solving the 
problem in man. Success in this area may make 
it possible to repair many birth defects by 
transplants. 

Clues to how cells specialize: Evidence has 
been found, in experiments with combination 
“chicken-duck eyes,” that chemical messengers 
between living cells instruct cells of one kind to 
change their specific job. Some birth defects 
may be caused by errors, occurring during 
pregnancy, in this messenger system. 

New kind of gene discovered: Studies of in- 
ner workings of cells reveal a new kind of gene 
(unit of heredity) which controls the assem- 
bling of living protein matter into its proper 
structure. This gives us useful clues as to how 
birth defects come about. 

Viruses and birth defects: Tentative identi- 
fication has been made of several viruses as 
causing birth defects when mothers-to-be are 
infected during pregnancy. Preliminary and 
inconclusive figures from a four-year study in- 
dict ECHO 9 virus, three Coxsackie type vi- 
ruses, and influenza virus, the latter in con- 
nection with miscarriages only. 

Synthesis of biologically active DNA: For 
the first time the master code-of-life chemical 
DNA (deoxyribonucleic acid) has been syn- 
thesized in the laboratory in a form that is bio- 
logically active. This is as close as anyone has 
come to creating life in the test tube. 

New clue to birth defect cause: New leads 
point to causes of certain birth defects pro- 
duced in studies of fluid inbalance in chick em- 
bryos. Several factors, such as too little oxygen, 
too much salt, and foreign substances, resulted 
in salt imbalance in the blood, followed by ex- 
cess accumulation of body fluids and the de- 
velopment of major defects and often death of 
the chick. 

Outbreaks of spinal birth defects: Three re- 
ports have appeared of unusual outbreaks of a 
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These diagrams of the DNA molecule and chromosome were developed from research in cellular composition. 


serious birth defect involving the spine. An in- 
creased number of referral centers for birth de- 
fect patients and vastly increased concern about 
the problem are considered responsible for 
spotting these “epidemics.” However, the out- 
breaks remain unexplained. 

Arthritis clues in twin study: Strong evi- 
dence which indicates that emotional stress can 
bring on rheumatoid arthritis was produced in a 
study of five sets of identical twins in which 
only one of each pair was found to have the dis- 
ease. Significant data minimized the influence 
of inherited factors and pointed to the role of 
upsetting experiences in development of this 
puzzling and crippling disease. 

To this record of achievement should be 
added the test for PKU—or phenylketonuria 
—a defect in the body chemistry that prevents 
the body’s assimilation of an amino acid found 
in most protein foods. This defect eventually 
causes mental retardation. By a newly de- 
veloped blood test for the disease, involving 
only one drop of blood from a newborn baby’s 
heel, PKU babies can be diagnosed before they 
leave the hospital, and a protective diet de- 
signed to prevent mental retardation can be 
prescribed for the babies. Thus it is now en- 
tirely possible that a child with PKU can grow 


up as healthy and as mentally alert as any child. 

As you can see from this partial list, we do 
know more than we ever knew before about 
birth defects and their prevention. While there 
still is much we don’t know, we can none- 
theless give a pregnant woman some rules to 
follow. Ever since 1958, when the National 
Foundation-March of Dimes turned its atten- 
tion from polio to birth defects, the develop- 
ment of a child within its mother has been a 
subject for special study. 


Advice to Pregnant Women 


At the Second International Conference on 
Congenital Malformations sponsored by The 
National Foundation in 1963, one of the most 
interesting speakers was Dr. Widukind Lenz, 
a West German geneticist on the staff of Ham- 
burg University. Dr. Lenz published the first 
article connecting the serious outbreak of birth 
defects to the sedative, thalidomide. 

According to Dr. Lenz, “Formerly, many 
human biologists, taking a normal uterine en- 
vironment for granted, used to attribute almost 
every malformation to heredity.” EAER 

There is, he said, a need for a change 1n this 
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type of thinking, because “the chemical en- 
vironment of man has greatly changed in recent 
decades due to the introduction of many chem- 
icals. Some of these have been devised with the 
special purpose to block chemical reactions in 
man, animals, plants, or unicellular organ- 
isms.” 

This new medical trend warrants this advice 
to a pregnant woman: At present, any woman 
who is in the first few months of pregnancy, or 
is uncertain as to whether or not she is preg- 
nant, should not use a drug unless it is neces- 
sary to save a life. Take a drug for a headache? 
Better not. Why? Because, according to Dr. 
Lenz, “almost nothing is known of the role of 
chemicals in the production of human malfor- 
mations.” 

This then, would be the first rule for a preg- 
nant woman: Do not take any medication at 
all—no matter whether you got it with a pre- 
scription or without a prescription—unless itis 
specifically prescribed to you by your doctor 
for use at this time. Never, during a pregnancy, 
take pills which your doctor gave you before 
you became pregnant. Never take pills pre- 
scribed for anyone else. At least one thali- 
domide tragedy in the United States occurred 
when the woman took pills prescribed for her 
husband, and not intended for her. 

Here are other rules for a woman about to 
become a mother: 

® See your doctor—or a prenatal clinic—as 
soon as you think you are pregnant. Only re- 
cently, we have found that the first few months 
of pregnancy are most important, and that good 
care at this time is vital for the baby. 

© Cut down on your smoking and follow the 
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diet your doctor prescribes. Don't take extra 
vitamin pills or other vitamin supplements 
without checking with your doctor. 

@ Know your Rh factor blood type, and 
your husband’s, Tell your doctor. In the one of 
8 or 9 marriages which will involve an Rh 
negative female with an Rh positive male, the 
chances are that 10-12% of the babies born of 
that couple will be sick, needing an exchange 
transfusion. Very shortly, there will be avail- 
able a special gamma globulin, a type of vac- 
cine, which may be given to the Rh negative 
mother right after the birth of her first Rh posi- 
tive baby so that she need not develop life-long 
antibodies against Rh positiveness. This will 
prevent potentially serious illness in her next 
Rh positive baby. 

@ Inform any other doctor whom you have 
reason to see that you are pregnant, or that you 
think you are pregnant. This information is 
vital in the case of x-rays or fluoroscopy, 
which, during the early months of pregnancy, 
might harm the unborn child. If these pro- 
cedures can be postponed until after the first 
three months of pregnancy, your doctor will 
certainly do so. 

© Never knowingly expose yourself to Ger- 
man measles or to any other infectious disease 
when pregnant. In a year or two, there will be 
available an excellent vaccine against rubella. 
Already, it is possible to determine which 
young women are still sensitive to the rubella 
virus. These women should receive the rubella 
vaccine before becoming pregnant. In this way, 
the birth of 25,000-50,000 defective babies, 
such as occurred following the last rubella epi- 
demic of 1963-4, can be prevented. 


CHAPTER THREE 


UNDERSTANDING PARENTY FEELINGS 


THE OBSERVATION that handicapped chil- 
dren generally make handicapped families is 
almost a cliche today. More and more parents 
are seeking help for their own problems. Pro- 
fessional workers with handicapped children 
are recognizing that attention must be given not 
only to the child, but also to the child as a part 
of a family. There is much evidence that pa- 
rental reactions to the handicapped child’s con- 
dition often result in the development of psy- 
chological problems. These must be given 
attention if the family unit is to be fully 
rehabilitated. 

These problems of psychological adjustment 
have their beginnings in very common attitudes 
and feelings. Since the birth of a child is an- 
ticipated for several months, the parents, dur- 
ing this time, usually look forward eagerly to its 
arrival and have bright dreams of its future. It 
never occurs to many parents that their child 
will be anything but perfect. 

Others, while aware of the possibilities of 
having a handicapped child, hope and pray that 
this will not happen to them. Few parents are 
prepared to have a handicapped child; many 
parents report being shocked and confused 
upon learning of their child’s condition. 

Professional workers have observed that the 
most painful period in the lives of parents of 
handicapped children is the period between the 
moment they learn that their child has a handi- 
cap and the time when they learn what they can 
do about it. Confusion follows naturally from a 
lack of information about the child’s problem 
and the absence of a positive treatment pro- 
gram. If not redirected, these feelings of con- 
fusion sometimes lead to the parents’ feeling 
defeated and frustrated. 

We should not consider it abnormal, there- 
fore, for parents who have been expecting or 
hoping for a “perfect” child to feel deeply dis- 
appointed upon learning that their child is 
handicapped. A mother of a cerebral palsied 
daughter expressed this feeling when she said, 


“Ann will never be able to wear the pretty 
clothes I wanted to make for her.” A father did 


-so when he said, “I just can’t do any boasting 
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about my boy.” Sometimes these feelings of dis- 
appointment are so deep that the parents fail to 
develop warm, loving feelings toward their 
child, Without understanding why, or perhaps 
without being aware of their feelings, dis- 
appointed parents may find it increasingly dif- 
ficult to play with their handicapped child, to 
take him visiting, or in other ways show the af- 
fection which children need in order to feel 
wanted and accepted. 

Deep concern about the handicapped child’s 
welfare is also an early parental reaction. Not 
only do parents worry about their child’s phys- 
ical pains, but they worry about his future 
social and economic adjustments. Our culture 
places a premium on such skills as walking, 
talking, and writing. Even the simplest social 
relations require the participants to move 
about and talk. The parents of a child whose 
handicap might interfere with the development 
of these skills have reason to be concerned 
about their child’s social future. In our culture, 
parents always hope that their children will “do 
better than Dad and Mom.” 

It is very natural for them to ask such ques- 
tions as, “Will my child be able to take care 0 
himself? If not, who will take care of him after 
we're gone?” Anxieties develop when parents 
are not helped to find answers to these ques- 
tions. If not properly directed, these sometimes 
result in too much concern and protection of 
the child. This robs the child of any chance to 
develop independence. 

Embarrassment is one of the most common 
emotional problems of parents of the handi- 
capped. Many have reported being embar- 
rassed, and often angered, by their friends 
expressions of sympathy or pity, OT the way 
people look at their handicapped child. Unless 
the causes of such feelings are recognized, they 
may lead to hostility toward other people 10- 
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cluding those who are trying to help the child. 
Often, during early conferences, the physician 
will find parents displaying hostile feelings 
which have grown from such small beginnings. 


Guilt Feelings 


Parents often report that they feel they are to 
blame for what has happened to their child. 
One of the major causes of such guilt feelings 
is the lack of accurate information about the 
nature of the child’s condition and its causes. 
In the absence of reliable information, parents 
often feel that the handicapped child is their 
punishment for having committed some sin. 

Guilt feelings sometimes arise, too, from the 
parents’ feeling that they have not done enough 
for the child or have not done the right thing. 
This attitude was illustrated by a mother when 
she said, “I’m a poor mother. John would prob- 
ably be able to walk today if only I'd taken him 
to a doctor sooner.” A father kept blaming 
himself repeating, “I just can’t understand now 
why we kept thinking everything was going to 
be all right. We should have started his treat- 
ment three years ago.” 

These attitudes often lead the parents to be 
overaffectionate to their children. They cannot 
be firm with the handicapped child and they try 
to protect him from experiences which might 
be painful or difficult. As a result, their chil- 
dren often fail to make the physical and social 
development of which they are capable. 

There is another natural outgrowth of guilt 
feelings which it would be helpful for parents 
to recognize. Just as our bodies try to develop 
defenses against diseases, our personalities at- 
tempt to develop protective mechanisms to 
keep us from being hurt emotionally. It is not 
unusual, then, for parents who feel that they 
are in some way to blame for their child’s con- 
dition to become very defensive. Therapists and 
counselors often find it difficult to break 
through these defenses to provide the family 
with the kind of help which is most needed. 

Another reaction which sometimes results 
from a lack of information about the child’s 
difficulty is that one parent becomes suspicious 
of the other, Being unable to recognize any- 
thing in his life for which punishment has been 
meted out, the parent assumes that the mate is 
at fault. One mother confided, “I guess I just 
didn’t know my husband well enough before we 
Were married. His past sounds all right, but how 
can I be sure?” Sometimes a parent assumes 
that the child’s condition is hereditary and, 
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finding no history of abnormality in his family, 
feels sure that there is a skeleton in the closet of 
the other’s family. In our natural desire to pro- 
tect ourselves it is easy to permit such wonder- 
ings and suspicions to grow until they affect all 
family relations. 

Family problems often develop because the 
handicapped child makes unusual demands on 
finances, time, and energy. Mothers, for ex- 
ample, often become hostile toward fathers be- 
cause they do not do their share in caring for 
the child. Fathers become hostile because the 
mothers devote most of their time and energies 
to caring for the child and then have little time 
or energy left for normal family activities. As 
one father complained, “She just doesn’t seem 
to think of me any more. Doesn’t she realize 
that I still need some affection and attention?” 
His wife had earlier remarked, “I’m completely 
worn out after I get the children to bed. If John 
would only help more it would be so much 
easier.” 

The expenses of medical care, therapy, and 
the other special attentions which handicapped 
children need may strain family finances. Fi- 
nancial worries make a fertile ground for the 
growth of tensions which further aggravate 
family problems. Though these feelings start 
from very simple beginnings they can come to 
pervade all relations between a husband and 
wife. 

These are not, of course, all the problems 
which might develop in a family where there is 
a handicapped child. Like those described, 
though, other problems will have simple be- 
ginnings in the natural feelings and reactions of 
parents and, unless understood, they may be- 
come so complex as to affect the behavior and 
adjustment of every member of the family. 
Many families are finding the following pro- 
gram helpful in working out their problems: 

1. Become informed about the child and his 
problems. Parents should recognize that shop- 
ping around from one specialist to another can 
be only an ineffective approach to their prob- 
lems. Instead of looking for someone to per- 
form a miracle or to tell them the optimistic 
things they naturally want to hear, they should 
have a detailed study made of their child under 
the guidance of one specialist. He can coordi- 
nate the work of other specialists and then put 
all their findings together for a better under- 
standing of the child’s problems. Included in 
this study should be a thorough medical and 

sychological evaluation. f 
The results of this study should be discussed 
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with the parents by a qualified professional 
worker so that they will understand the present 
nature of the child’s condition, what might 
have caused it, and the child’s potentialities and 
limitations. It is not necessary for parents to 
understand all the details of the medical find- 
ings. It is important, however, for them to have 
misconceptions cleared up and to learn enough 
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to enable them to carry out their role as parents 
effectively, } 

The parents should become familiar with the 
patterns of growth and development in chil- 
dren. Unfortunately, parents do not pee 
take the proper approach to this subject. While 
they expect to have to learn to drive a car Or a 
sew, they do not usually realize that they mus 
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also learn how to direct the growth and devel- 
opment of their children. Consequently, par- 
ents who recognize that their young child is 
physically not mature enough to carry a sack of 
potatoes and would not expect such a feat from 
him, become disturbed because he can’t play 
without fighting or doesn’t know the difference 
between “right and wrong.” Learning that emo- 
tional and intellectual development—like phys- 
ical development—follow certain patterns, will 
not only make child rearing a more pleasant 
experience but will also prevent the develop- 
ment of many psychological problems in both 
the child and the parents. 

Because parents have not had an opportun- 
ity to observe the development of a large num- 
ber of children from infancy to maturity, they 
have no basis of comparison with which to 
judge the behavior of children. They very nat- 
urally tend, therefore, to react to each emo- 
tional outburst or each breaking of the rules or 
each violation as an isolated bit of behavior. 
Parents have spoken disparagingly about books 
dealing with child psychology because these 
books have not given specific answers on how to 
handle these disturbing episodes. If a father 
and mother will take the time to read and dis- 
cuss a good book on child growth and devel- 
opment, they will gain the perspective that is 
necessary to interpret these episodes as part of 
an unfolding pattern. With this knowledge, 
much of the previously disturbing behavior will 
no longer seem so alarming, and more effective 
techniques can be worked out to manage those 
episodes which really require attention. 

Parents should also become familiar with 
the broader aspects of their child’s problem. 
Knowing something about the number of other 
children in the country who are similarly hand- 
Icapped and about the facilities available for 
their care and treatment will help parents see 
their problems in a better light. Many parents 

ave reported feeling better able to carry on 
When they realize that they are not alone, that 
Many other parents face the same difficulties. 
© awareness that specialists have been 
Studying these problems and have accumulated 
knowledge and skills which can be applied to 
the treatment of handicapped children is in it- 
self encouraging. 

2. Develop a positive action program. Prob- 
ably nothing is more effective in helping par- 
ents adjust than the feeling that they are doing 
things which will help their child develop and 
improve his welfare. The first action step 
should be to see that the child receives all the 
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medical attention which has been advised by 
the specialist who is coordinating their pro- 
gram. Second, parents should make those ar- 
rangements which are necessary to obtain the 
special therapies which have been recom- 
mended. Next, through conferences with the 
therapists, determine exactly what part home 
training should play in the child’s program and 
carry this out conscientiously. Finally, identify 
with the cause. 

This does not mean that parents should be- 
come missionaries or gadflies to prod their 
communities into action. Rather they should 
join organizations which have competent pro- 
fessional advisors and should contribute both 
time and money to worthwhile programs for 
handicapped children. 

3. Talk out all problems. When problems 
are kept bottled-up they often grow more ser- 
ious. Talking about them will not only make 
them seem less important, but may also lead to 
solutions. Several types of discussions are im- 
portant. First, husbands and wives should real- 
ize that only by their mutual understanding 
and cooperation can the handicapped child be 
best helped. Together they should become in- 
formed and together they should plan and carry 
out the positive action program. Against this 
background of information and action they 
should discuss all problems as they develop. 

Second, opportunities should be sought to 
discuss problems with other parents. Parent 
counseling groups in which parents meet to 
work out their problems with the help of under- 
standing professional workers have proved 
very effective. Many parents are helped just by 
talking with another parent of a handicapped 
child. 

Third, parents should not hesitate to con- 
sult a professional worker who specializes in 
dealing with emotional problems if some dis- 
turbing feelings or attitudes persist after these 
discussions. : 

Psychological terms, such as “anxiety” or 
“rejection,” sometimes make parents feel 
afraid or ashamed and they are reluctant to dis- 
cuss their feelings with anyone because they are 
afraid of being stigmatized. As has been de- 
scribed, these feelings have very natural 
beginnings. It is only when they are not under- 
stood and properly directed that these natural 
reactions develop into more serious adjust- 
ment problems. Talking with other parents or 
professional workers is one of the first steps in 
learning to understand these feelings and to 
direct them into wholesome channels. 
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CHAPTER ONE 


COMMUNITY HEALTH RESOURCES 


HEALTH IS ESSENTIALLY a matter of per- 
sonal responsibility and most health problems 
can be solved by the individual person under 
the guidance of his family physician. 

There are, however, some health problems, 
or problems in which health and medicine play 
a significant role, that people cannot ordinarily 
solve by themselves. These are health problems 
which may demand long-term or exceptionally 
expensive or complex care, or which require 
highly skilled personnel and elaborate facili- 
ties not available in the average community. Or 
they may be problems dealing with health con- 
ditions in a person’s neighborhood, such as 
water supply, waste disposal, air pollution, or 
the sanitation of milk and food supplies. 

When faced with such problems, each per- 
son must supplement his own resources by call- 
ing upon his community for assistance. Even 
the most rugged individualist should not try to 
“go it alone” when he comes up against a prob- 
lem which he can not reasonably be expected 
to solve with his own resources. That’s what 
the community’s health and social service a- 
gencies are for—to help in time of need. 

While communities vary in the number and 
‘type of their health and social service agencies, 
every community has, or should have, certain 
basic public health services to support and pro- 
tect the health and well-being of its citizens. 

Approximately 2,420 of the 3,071 counties 
in the nation are served by a health de- 
partment, or other type of health unit. Of these, 
over 927 counties have a county health unit of 
their own and more are being developed all the 
time. In addition, there are more than 354 city 
health departments, and each state in the union 
has a state health department which stands 
ready, within the limits of its facilities, to be of 
assistance to its state’s citizens. Similarly, while 


every area may not have a full complement of 
voluntary health organizations or social service 
agencies, the services such agencies perform 
can usually be obtained from district, regional, 
or state organizations. 

With the aid of his physician or by calling 
upon the appropriate state agency for the name 
and address of the nearest local organization 
concerned with his problem, the person who 
lives in a small community or even a rural area 
can find help when he needs it. 

This chapter discusses a number of prob- 
lems which most often require the assistance of 
some community health or social service a- 
gency for solution. The list is by no means com- 
plete, but it includes those problems which 
experience suggests are either common oF 
likely to cause the individual the greatest dif- 
ficulty. Where reference is made to a particular 
agency not present in the community, it is sug- 
gested that contact be made with a district, re- 
gional, or state unit for assistance. For ease of 
reference, the topics are listed alphabetically. 


Air Pollution 


The contamination of the air about us has 
been of increasing concern in recent years. AS 
a nation, we have become even more ui- 
banized, increasingly mechanized and indus- 
trialized, and our industrial processes have 
become exceedingly complex. The result has 
been a mounting stream of pollutants release 
into the atmosphere. Home heating plants, 
apartment house incinerators, burning. fallen 
leaves, smoldering garbage dumps, burning car 
bodies, exhaust fumes, and many other urban 
sources of smoke and fumes add to the pollu- 
tion from factory chimneys. i 

Increasing concern with the problems of ait 
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pollution has resulted in more and more com- 
munities enacting air pollution control or- 
dinances. These give the local health depart- 
ment or other agency the authority to control 
air pollution. These local agencies are backed 
by a number of state air pollution control agen- 
cies and by the U.S. Public Health Service. 

Every citizen can aid in the work of control 
agencies by reporting promptly any instances 
of air pollution that come to his attention and 
by insisting that the plans for any new indus- 
tries, large buildings, incinerators, or other po- 
tential air polluters be checked by qualified en- 
gineers to eliminate or minimize the risk of 
pollution. If the community or state lacks ad- 
equate laws against air pollution, each citizen 
can make his voice heard through community 
action programs insisting that such laws be 
adopted and enforced. 


Alcoholism 


There is increasing recognition that the al- 
coholic is a sick person in need of help. Unfor- 
tunately there are still far too few facilities to 
which the alcoholic or his family may turn. 
However, some communities, and their num- 
ber is growing, have recognized the need to 
help this unfortunate group. 

Hospitalization is often needed for the al- 
coholic in the acute stage of this disease and 
the patient’s family physician should be con- 
sulted. After the acute stage is over and the 
alcoholic is “dried out,” he must learn to live in 
a world free of the alcohol which he can not 
handle. Community clinics or other facilities 
may provide the help needed for this rehabil- 
itation. The local chapter of Alcoholics Anony- 
mous has much to offer many alcoholics. A 
Clergyman’s counsel may be of aid. The sym- 
pathetic understanding and support of the 
family physician has been of help to many al- 
Coholics, A skilled social worker from one of 
the local social agencies may help by counsel- 
ing on home or financial problems. 

To find out what help is available in the 
community, consult your family physician or 
Minister or check with the local health depart- 
Ment, mental health agency, Community 
Chest, or Council of Social Agencies. (See also 
Part XII, Chapter Four.) 


Blindness 


While nothing can, of course, ever com- 
pletely replace the blessing that is sight, much 
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can be done to help the blind or the partially- 
seeing to become self-supporting and to enjoy 
life. The federal government, every state, and 
many local communities provide various types 
of assistance for the blind. These range from 
vocational training to enable the visually handi- 
capped to earn a livelihood to “talking books” 
from the Library of Congress. The latter per- 
mit the blind to enjoy good literature and to be 
kept up-to-date on contemporary happenings 
through the recording of books and current 
magazines. 

The family physician or the eye specialist 
can usually put the blind person or his family 
in touch with the proper community or state 
agency. There are also voluntary agencies for 
the blind in many communities. These can be 
located through the local Council of Social 
Agencies or the Community Chest. The local 
welfare department, the local health depart- 
ment, or a local family service agency are also 
sources of information and assistance. In rural 
areas, inquiries may be addressed to the State 
Commission for the Blind or the State Health 
Department for information and advice. (See 
also Part IV, Chapter Seven. ) 


Cancer 


Any person who feels that he has one of the 
“Seven Cancer Danger Signals” (See Part X, 
Chapter Eight) should go promptly to a phy- 
sician. Often the problem will turn out not to be 
cancer. However, if it should prove to be can- 
cer, and involved treatment ensues, many com- 
munity services are available to aid the cancer 
patient. Some of these, such as “loan closets,” 
are operated by local chapters of the American 
Cancer Society. 

The loan closet provides on a loan basis, 
without cost or at most a small fee, such items 
as wheel chairs, hospital-type beds, commodes, 
bed-pans, and other sick-room equipment. 
Many loan closets also make available pads 
and other types of dressings. Local health de- 
partments or visiting nurse associations can 
provide home nursing service. In some com- 
munities “homemaker” or part-time house- 
keeper services are available to keep the home 
going during the illness of the wife or mother. 
Where this is not advisable, the possibility of 
convalescent-home or nursing-home care may 
be explored. 

For information about these or other serv- 
ices that may be available, call the local 
chapter of the American Cancer Society, the 
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local health department, or the local Council of 
Social Agencies. The family physician is usu- 
ally familiar with the community’s resources 
and can often help guide the patient or his fam- 
ily to the proper local agency. (See also Part X, 
Chapter Eight.) 


Drug Addiction 


Addiction to a drug is not in itself a disease. 
Rather it is a symptom of an underlying emo- 
tional problem. There are a considerable num- 
ber of drugs to which susceptible persons may 
become addicted. However, in this country the 
most common are the barbiturates, the amphet- 
amines, and the narcotic group of drugs of 
which heroin is the most addictive. It is the lat- 
ter drug which is chiefly involved in the addic- 
tion problem in our large cities. The treatment 
of drug addiction, particularly heroin addic- 
tion, is difficult because of the patient’s tend- 
ency to relapse and return to using the drug. 
This does not mean that the addict should be 
denied treatment. On the contrary, when ad- 
diction is suspected, prompt medical attention 
should be secured. 

The first step involves the withdrawal of the 
drug in an environment such as a hospital, 
where conditions ensuring a drug-free envi- 
ronment can be provided. Following with- 
drawal, a program of rehabilitation is necessary 
to help the addict learn to adjust to life without 
the drug upon which he has come to depend. 

The first step when addiction is suspected is 
to consult the family physician. He may insti- 
tute treatment or refer the addict to one of the 
specialized facilities maintained by the U.S. 
Public Health Service, or to one of the narcotic 
treatment facilities operated by the state or 
local government. Private sanatoria also offer 
treatment for drug addiction. (See also Part 
XII, Chapter Five.) 


Handicapped Children 


No effort is more deserving of universal sup- 
port than that directed toward rehabilitating 
the handicapped child. The effort is supported 
wholeheartedly with research scientists, the 
medical profession, social agencies, and gov- 
ernment all joining together. Their common 
goal is a simple one: to ensure that no Ameri- 
can child is denied the benefits of modern re- 
habilitation techniques because of race, creed, 
color, or the ability of his parents to pay for the 
needed care, 
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The effectiveness of this united effort has 
been matched by the scientific advances which 
have continually pushed back the limits of what 
can be accomplished. Open-heart surgery, the 
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skilled use of antibiotics and other new drugs, 
the phenomenal growth and development of 
the specialty of “physical” medicine, and many 
other advances have all made possible the res- 
toration of countless children to useful, pro- 
ductive lives. 

So that children may derive the maximum 
benefit from all that modern medical science 
has to offer, parents are urged to seek medical 
attention promptly for any observed defect or 
suspicion of abnormality. The physician can 
then advise remedial procedures should such 
be necessary. If financing the cost of the needed 
care will pose problems, parents should check 
with the local health department, the local wel- 
fare department, the local Council of Social 
Agencies, the State Health Department, or the 
State Commission or Board for Crippled Chil- 
dren where such an agency exists. No child 
need go without care because his parents are 
financially unable to pay. (See also Part XIII, 
Chapters Two and Three. ) 


Health Education 


Do you want a pamphlet on sex education or 
one on hay fever or a booklet on baby care or 
information about septic tanks, or an exhibit 
on health for the county fair, or a health film or 
a speaker on a health subject for your club or 
church group? All of these and other health ed- 
ucation services and materials are available 
simply for the asking, or at most, for a nominal 
charge. Where do you go to get them? The 
sources are many and include the local 
(county, city, and district) health department 
or local chapter of the voluntary health organi- 
zation with an interest in the particular topic; 
the county medical society; the state health de- 
partment; the American Medical Association; 
the U.S. Public Health Service; and the national 
headquarters of the national voluntary health 
Organization in the particular field, e.g. the 
American Cancer Society, National Founda- 
tion, National Tuberculosis Association, etc. 

Health education was never more important 
than it is today when everyone needs the 
knowledge that will enable him to take prompt 
advantage of the many protective health mea- 
Sures being developed through medical re- 
Search. (See also Part XV, Chapter Two.) 


Mental Illness 


In recent years there has been an increasing 
Wareness of the problem of mental illness, 
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a problem which affects some 17,000,000 
Americans to some degree. There has also 
been an increasing public acceptance of mental 
illness as another form of sickness and not a 
subject for shame and rejection. While this ac- 
ceptance has by no means reached the point to 
be desired, it has brought about growing public 
concern about the nature of the facilities for the 
treatment of the mentally ill. 

This concern has been hastened by the al- 
most revolutionary advances in the treatment of 
mental illness brought about by new drugs and 
techniques. The previous picture of mental ill- 
ness as a hopeless oblivion from which there 
could be no return has been altered by the 
thousands of mentally ill who have been 
treated and returned to their families and to 
useful, rewarding lives. 

The revolution in treatment is by no means 
over. For example, there is growing support 
for the concept that many forms of mental ill- 
ness are best treated in specialized facilities of 
general hospitals right in the patient’s home 
town and that such treatment may be more de- 
sirable in some cases than that provided in 
some distant hospital, good though it may be. 
Along with advances in treatment, have come 
efforts to modernize laws pertaining to the 
handling of the mentally ill, some of which are 
as out of date as the chains used in Bedlam. 
While much remains to be done, it is already 
easier in most states for the mentally ill to 
undergo voluntary treatment without compli- 
cated legal entanglements, but with adequate 
safeguards for the patient's civil rights. 

When faced with a problem of mental ill- 
ness, the first step is to seek the advice and 
counsel of the family physician. He can 
arrange for psychiatric consultation when 
needed, and for institutional treatment if indi- 
cated. He can also advise regarding local laws 
or regulations in an emergency situation where 
an acutely ill person may be dangerous to him- 
self or others. (See also Part V.) 


Nursing Care 


A new baby in the home, an elderly family 
member with a chronic illness, the presence of 
someone in the home with tuberculosis, a child 
with a contagious disease, an expectant 
mother . . .all of these have one thing in com- 
mon. They represent occasions when a public 
health nurse is likely to visit a home in many 
communities. The list is by no means complete, 
but it does give an idea of the valuable service 
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rendered by public health nurses (or the Visit- 
ing Nurses Association in some communities) . 

Most often it is the physician who asks the 
nurse to call in order to teach the new mother 
how to care for the baby, how to give the grand- 
mother a bed-bath or an insulin injection, to 
give some needed treatment to a member of the 
family, or to aid in countless other ways. Un- 
less their conditions demand the specialized 
skills of the hospital, most people are better off 
at home when they are sick. They are happier, 
they often do better medically, and it is less of 
a strain on family finances, particularly when 
the illness lasts a long time. 

The services of a public health (or visiting) 
nurse can be obtained through the family phy- 
sician or a call may be made directly to 
the local health department or local visiting 
nurse association. Services are provided with- 
out charge or at a nominal cost. Public health 
nursing service should be available in every 
community. If your community lacks it, join 
with your neighbors in urging that it be estab- 
lished. (See also Part VIII, Chapter Two.) 


Poison Control 


The home safety section of this guide (Part 
VII) contains information regarding precau- 
tions against poisoning from substances in the 
home. However, there are times when the phy- 
sician who has been called in a case of poison- 
ing, or the parents or whoever may be on the 
scene in an emergency when no physician is 
available, need information quickly about the 
possible toxic effects of a particular household 
product. 

To meet this need, a nationwide network of 
poison control centers has been established. 
These centers, supported by state and local 
health departments and by the U.S. Public 
Health Service with the cooperation of other 
local agencies, are manned 24 hours a day and 
stand ready at all times to provide information 
and advice. The centers, with the cooperation 
of manufacturers, maintain up-to-date in- 
formation regarding the contents of thousands 
of household products from cleansers to insec- 
ticides, and can provide on a moment’s notice 
this information together with an estimate of 
the poisoning hazard presented by a particular 
product or substance. Your physician will know 
the location of the nearest poison control cen- 
ter. However, in the absence of a physician, 
check with the local health department or drug- 
gist for the name of the local center. In most 
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instances these are located in the local hospital. 
(See also Part IX, Chapter Two.) 


Pre-Marital Examinations 


Many states now have some requirement re- 
garding pre-marital examination of the groom 
or both the bride and groom. In some instances 
all that is required is a blood test for syphilis, 
while other states have various requirements 
including, for example, a physical examination 
by a physician. 

In many areas there is a mandatory delay 
between the issuance of the license and the per- 
formance of the marriage ceremony. Such re- 
quirements are intended to be a protection to 
those to be married and they usually pose no 
problems when the principals are being married 
in their home community and both are avail- 
able for an examination by a local physician 
familiar with the state’s regulations. This is not 
always the case, however, and there are many 
instances when one of the “intended” is away 
in the Armed Forces, at college, or at work in a 
distant place. Problems also arise when the 
wedding is to take place in another state. Then 
complications can and do sometimes arise. 

Acall to the local health department, or a call 
or a letter to the Bureau of Vital Statistics at 
the State Health Department will bring infor- 
mation regarding the specific requirements of 
the state in which the wedding ceremony is to 
be performed. This will include information on 
Procedures when the principals will not be 
available for examination locally—what the 
State’s requirements are regarding physicians’ 
Certificates and the qualifications of labora- 


tories acceptable for the blood test, and other 
details, 


Rabies 


The bite of a dog, cat, or other animal is not 
only a painful experience, but it also carries 
With it the risk of rabies, a uniformly fatal dis- 
ĉase, Because of this, most communities have 
ce type of local ordinance requiring that 

‘tes of dogs or other animals be promptly re- 
Ported to the health department or other ap- 
propriate local agency. Regulations regarding 
he bites usually require that where possible 
ty a or other animal be confined and ob- 
da i by a veterinarian for a period of 10 
te animal should not be killed if at all 
iter e. Vaccinations should be begun at once 

cumstances suggest the likelihood of rabies 
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in the animal, or if the animal cannot be found 
for observation. 

The basis for such regulations lies in the fact 
that rabies is a fatal disease in domestic ani- 
mals. Thus, if the animal survives the 10-day 
period with no suspicious symptoms, the bite 
victim can be assured that there is no risk of 
rabies. If the dog or other animal develops 
symptoms of rabies, prompt action must be 
taken in providing the “Pasteur treatment” or 
vaccination against the disease. Vaccine is usu- 
ally available from the health department for 
administration by the family physician (one 
injection a day for 14 days, or 21 days in severe 
or multiple bites). 

Rabies is a fatal disease, and protection lies 
solely in prevention. A difficult problem is pre- 
sented by the bites of stray or wild animals 
(including bats and foxes) where it is not pos- 
sible to capture and confine the animal. A de- 
cision as to whether to administer the -vaccine 
must be made by the physician, usually after 
consultation with the health department. This 
office keeps up to date as to whether rabies has 
been found recently in dogs or other animals in 
the area. Since there is also the risk of other 
types of infection from all animal bites, a phy- 
sician should be consulted promptly in all cases 
of animal bites so that he may provide what- 
ever immediate treatment is necessary. 


Retarded Children 


The family of the mentally retarded child 
must face many questions for which unfortu- 
nately there are no easy answers. First comes 
the hardest of all, “Is little Johnny or little 
Mary really different from other children? Ac- 
ceptance of the answer if it is “yes” is not easy. 
Once there is acceptance and the realization 
that the little one is an “exceptional child,” the 
question arises of what is best for the retarded 
child and the entire family, including the other 
ae past, many parents were advised that 
institutional care provided the best answer. 
Recently, however, has come the realization 
that for many of these children and their fam- 
ilies it is better for the child to remain in the 
home, with the community providing support 
in the way of special classes and vocational 
training. The decision in each case depends 
upon many factors, such as home conditions, 
the family’s financial and other resources, the 
attitude of the parents and other children, the 
availability of special classes or other educa- 
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tional facilities in the community, and, of 
course, the condition of the child. The prob- 
lems of home care are made much more diffi- 
cult when the retardation is extreme or when 
the child has another physical defect requiring 
continual medical or skilled nursing care. 

The advice of the family physician should be 
sought. He in turn may wish to consult with 
appropriate specialists before making a recom- 
mendation to the parents. Local social agen- 
cies, such as one of the family service agencies 
or the local welfare department, may be help- 
ful if there are financial or other special prob- 
lems. The local health department may also 
provide public health nursing service in teach- 
ing those in the family the techniques of caring 
for the child. Parents of retarded children may 
also find support through joining with others in 
local chapters of the National Association for 
Retarded Children. Such groups have accom- 
plished much in persuading communities to 
provide educational and other services for the 
mentally retarded. (See also Part XIII.) 


Sewage Disposal 


The best way to dispose of sewage from the 
home is by connection to a municipal sewer 
system that provides safe and adequate treat- 
ment of the community’s sewage. 

In rural areas and in many rapidly growing 
suburban areas where sewer systems have not 
kept pace with the population growth, the only 
practical approach is that of a home sewage 
treatment plant such as a cesspool or septic 
tank, the latter usually being more satisfactory. 
A well-designed septic tank—one of adequate 
size with a properly laid tile drainage field of 
sufficient length—can provide satisfactory 
sewage disposal for many years. It is most im- 
portant, however, to be certain of the suitability 
of soil conditions—heavy clay soils will usually 
not absorb the liquid flow from the septic 
tank—and of the design and installation of the 
tank and tile pipes which carry off the liquid 
portion of the sewage to be absorbed under- 
ground by the soil. 

Any prospective homeowner planning to 
build or buy a home equipped with a septic 
tank should check with the local health de- 
partment to see whether soil conditions make a 
septic tank feasible in the area. He should also 
get the department’s recommendations regard- 
ing size of the tank, length of the tile field, and 
suggestions concerning installation. In many 
areas, approval of the health department is re- 
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quired before land can be subdivided and de- 
partment inspectors must certify the adequacy 
of the septic tank installation before an occu- 
pancy permit can be issued for the house. Zon- 
ing regulations should also be checked, 

If you are purchasing a new home in an area 
which can be expected to have sewers in the 
not too distant future, you will save a great deal 
of money and later inconvenience if the devel- 
oper lays the necessary sewer pipes in the street 
before it is paved and the builder lays service 
pipes in the yard before the lawn is planted and 
also “stubs in” piping connections within the 
house. In this way, extensive alterations will 
not be necessary to connect to the sewer when 
service becomes available. 


Tuberculosis 


The decline in the death rate from tubercu- 
losis (Part X, Chapter Nine), a 66 per cent 
drop between 1953 and 1965, is most dra- 
matic. While the 52 per cent decline in re- 
ported active cases of the disease during the 
same period is not so great, the two figures to- 
gether do reflect the tremendous strides that 
have been made in the fight against tubercu- 
losis. These advances have been satisfying but 
they by no means suggest that tuberculosis has 
been conquered. Thousands of cases still occur 
every year and for each of them the disease 1s 
still a problem. With the changes in the pre- 
valence of the disease, there have also been 
changes in the nature of the group most 
affected. 

Whereas tuberculosis once most frequently 
attacked the young adult, it is now found in an 
increasing proportion among the elderly, pat- 
ticularly in older men. This means that com- 
munity efforts to locate persons with the 
disease must be directed toward older persons, 
those in occupation groups involving dusty at- 
mospheres, and toward certain other groups 
such as jail populations and “Skid Row” ten- 
ants where a higher incidence of the disease 
may be expected. While these groups are more 
likely to have tuberculosis, the disease can af- 
fect anyone, and a chronic cough or other 
symptom should be the signal for getting a 
chest x-ray. Fortunately, in a high percentage 
of cases the disease yields to careful treatment 
employing new drugs and techniques. dl 

It is generally agreed that most tuberculosis 
patients benefit from a several-month stay in a 
hospital especially devoted to the treatment © 
the disease. After the initial period of hospitali- 
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zation, the treatment can usually be carried out 
safely on an outpatient basis. Of importance is 
the checking for tuberculosis among the mem- 
bers of the patient’s family and all of his con- 
tacts. The local health department will assist 
the physician in tracing all of the contacts and 
notifying them of the need to be examined. 


Unwed Mothers 


The plight of the unmarried expectant 
mother demands the full support of health and 
welfare services so that she may be helped 
through the trying period of her pregnancy and 
aided in the adjustment that must come after 
the birth of her baby. Equally important, her 
baby must be assured the care that will provide 
it with a start in life with the minimum of hand- 
icaps. The unmarried pregnant girl and her 
family need the assistance that social agencies 
can provide and these services should be made 
available as early in pregnancy as possible. 

The agencies can help solve such problems 
as medical care during pregnancy, a proper 
place for the birth of the baby, financial sup- 
port particularly during the latter part of preg- 
nancy, and the placement or care of the baby. 
Since many people are not directly familiar 
with the services of social agencies, or lack the 
knowledge of what particular agency to con- 
tact, the first step is for the expectant mother or 
her family to ask the family physician or priest, 
minister, or rabbi for advice or counsel. 

In larger communities a direct approach may 
be made to a family service agency, to the local 
welfare department, or to the local Council of 
Social Agencies for information or referral to 
the proper community agency. The important 
Point is for the unwed expectant mother, beset 
by countless anxieties, to know that there are 
skilled, kind, and helpful people who are ready 
to help her and that she should seek their aid 
Promptly without fear of embarrassment. 


Venereal Disease 


At any suspicion of a venereal infection, a 
Physician should be consulted promptly. This 
will ensure that the person will be given the 
Necessary tests and receive such treatment as is 
needed. It will not in itself, however, ensure 
that the chain of infection which led to the par- 
ticular victim of the disease will be broken. 
This will require cooperation with the phy- 
Sician and with the health department to whom 
he will often turn for assistance. 
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Venereal diseases are usually contracted 
through sexual contact with infected individ- 
uals, rarely in other ways. Infected individuals 
may be completely unaware of their infection 
and may, unless treated, pass their disease on to 
others who in turn may infect still others. Every 
person who contracts a venereal disease has an 
obligation to cooperate fully in the important 
task of breaking the chain of infection along 
which venereal diseases spread. This means 
providing the physician, or the representative 
of the health department who may assist him, 
with the names of all sexual contacts. The 
health department, without revealing the source 
of the information, will contact the individuals 
named and see that they are referred for tests 
and for treatment if they are found to be in- 
fected. No false sense of modesty or foolish fear 
of causing trouble for others should prevent 
anyone from cooperating fully with the phy- 
sician and the health department. 


Water Pollution 


No country was ever more blessed with an 
abundant supply of clear, sparkling streams 
and lakes or possessed of more beautiful sea 
coasts and inviting beaches than America. Yet 
as we have become more urbanized and indus- 
trialized, we have seen one after another of 
these beautiful resources polluted by the by- 
products of our urban industrial civilization. 

We are finally beginning to realize the seri- 
ousness of the problem and to make efforts to 
prevent further pollution and abating insofar as 
possible that which now exists. To be success- 
ful, these efforts must have the wholehearted 
support of every citizen, support that is not 
only local, but is also backed up by a willing- 
ness to spend the money to build the treatment 
facilities needed to prevent or correct pollution. 

The place to start is in each community by 
asking if the sewage treatment plant is adequate 
in size and properly designed to treat the com- 
munity’s sewage. A similar question may be 
asked regarding local industries: Are they 
“good citizens” that adequately treat their 
wastes or are they grossly polluting the waters 
at the community’s door? Each citizen can also 
join with others to see that legislation which 
will deal adequately with the pollution prob- 
lem is enacted at local, state, and national lev- 
els and that the legislation is backed up by suf- 
ficient appropriations to make it work. Only 
when pollution is licked, can we make full use 
of the nation’s God-given water resources. 
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Other Community Health Resources 


Aside from health resources furnished 
through municipal or state health departments, 
there are a number of health services provided 
through other local, state, and federal govern- 
mental agencies. 

In many communities, police and fire de- 
partments provide emergency services which 
include ambulance service, oxygen applied by 
mask or tent, rescue teams for disaster situa- 
tions, and sometimes litters or crutches and 
other first aid equipment. In a serious emer- 
gency, a telephone call to the police or fire de- 
partment may often make such services avail- 
able. In some communities, civil defense 
departments may likewise distribute such in- 
formation or services. i 

All states in the United States now have 
workmen’s compensation laws which require 
employers to furnish medical care to employ- 
ees whose injuries or occupational illnesses 
occur from and in the course of their employ- 
ment. Most industries usually employ in- 
dustrial physicians for this purpose. These 
physicians may be in plant medical depart- 
ments or available on call to care for patients 
with occupationally-related disabilities. 

In many of the states, the workmen’s com- 
pensation laws also provide for rehabilitation of 
injured employees through the use of consult- 
ing physicians or rehabilitation centers. These 
rehabilitation centers may be departments of 
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general hospitals or they may be independently 
organized centers set up either by state agencies 
or by voluntary health organizations. Their 
function is to provide medical care designed to 
restore an injured or ill patient to full employ- 
ment on a job adapted to the remaining physi- 
cal capabilities of the patient after recovery 
from his injury. Most states have a Governor’s 
Committee for the Employment of the Handi- 
capped which further aids disabled patients to 
become restored to self-sufficient employment. 

Health and medical resources are also avail- 
able to certain groups in the community as a 
result of their participation in the military serv- 
ices. Many communities have a Veterans’ 
Committee, one of whose functions is to ad- 
minister the medical care of war veterans for 
disabilities sustained during their military serv- 
ice or for non-service connected disabilities if 
they cannot afford to pay for care themselves. 
Medical care for such veterans is available 
through the United States Veterans Adminis- 
tration either at a regional veterans hospital or 
by physicians in the community designated by 
the Veterans Administration. 

Similarly, servicemen in any of the armed 
services and their dependents receive medical 
care at federal expense. Servicemen them- 
selves—except in emergency—must receive 
such care at the nearest available military hos- 
pital. Members of their families may receive 
their care either at a military installation or 
through civilian physicians and hospitals at 
government expense. 


CHAPTER Two 


VOLUNTARY HEALTH AGENCIES 


ALMOST EVERYONE is interested in good 
health and the prevention of disease. Evidence 
of this fact is shown by the widespread growth 
of voluntary health agencies at the national, 
state, and local levels. Through gifts of time 
and money, millions of Americans show their 
desire to help combat illness and disease. 

Voluntary health agencies make important 
contributions to the public health resources of 
a community. They can be classified into two 
general types: 

„1. National agencies concerned with a single 
disease, which use their funds primarily for 
health education, professional education, re- 
search, and in some instances, medical care. 
Three examples of such agencies are the Na- 
tional Tuberculosis Association, The American 
Cancer Society, and the American Heart Asso- 
ciation. 

2. Agencies concerned with people who 
have common problems resulting from a vari- 
ety of related diseases. Examples of such agen- 
cles are the National Foundation, the National 
Society for Crippled Children and Adults, and 
the National Association for Mental Health. 

The voluntary health agency as such is an 
American institution, developed within the 
past half century. Health and welfare efforts 
abroad have been largely governmental in na- 
ture. To date, there are about 100 national 
voluntary health agencies which are devoted to 
the laudable purposes of aiding the unfortun- 
ate; disseminating knowledge—both medical 
and lay—concerning the disease or diseases in 
question; promoting research; framing and 
Promoting legislation required to combat the 
disease or diseases effectively; and serving as 
consultants, advisors, and watchdogs to official 
agencies at all levels. 

A clear picture of just what a voluntary 
health agency is can be obtained by tracing the 
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history of one specific agency. The organiza- 
tional activity and financial structure of the 
National Tuberculosis Association are de- 
scribed because it was the first such agency and 
because its experiences have helped the organ- 
izers of other similar agencies. 

In 1904, when the National Tuberculosis 
Association was formed, tuberculosis was the 
chief cause of disease and death. Robert 
Koch’s discovery of the tubercle bacillus in 
1882 had been hailed as opening the way to 
solving the tuberculosis problem. However, 
actual progress in controlling the disease pro- 
ceeded at such a slow pace that physicians and 
other particularly interested persons were 
moved to form associations to encourage more 
rapid progress. 

Edward Livingston Trudeau, himself a vic- 
tim of tuberculosis, formed the first semi- 
charitable sanatorium in the United States in 
1884 at Saranac Lake, New York. He worked 
steadily to encourage both medical men and 
laymen to support his institution and to organ- 
ize to combat the disease. Trudeau recognized 
that tuberculosis was transmitted from one per- 
son to another and that the way to combat it 
was to isolate those who were sick. In this way, 
it would be possible to prevent the transmission 
of the disease to those who were well. 

Lawrence F. Flick of Philadelphia, who had 
also had tuberculosis and who specialized in 
the treatment of the disease, attempted with 
little success to organize a crusade in the 
1880's. By 1892, however, he had founded the 
Pennsylvania Society for the Prevention of Tu- 
berculosis, apparently the first voluntary 
health agency in the United States composed of 
both medical and non-medical persons. Al- 
though it was difficult for him to obtain enough 
funds, he did persuade Henry Phipps to donate 
money to establish the Henry Phipps Institute. 
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Dr. Edward Trudeau, the founder of the National Tu- 
berculosis Association. 


Flick became the Institute’s first director and 
began a research program which was to con- 
tinue with productive results for many years. 

The National Association for the Study and 
Prevention of Tuberculosis, later to be known 
as the National Tuberculosis Association or 
NTA, was formed in 1904. At that time the 
death rate from tuberculosis was approxi- 
mately 200 per 100,000 population. One can 
only guess as to how much effect the formation 
of the National Tuberculosis Association had in 
reducing the death rate to approximately 6 per 
100,000 population at the present time. But it 
was certainly a major influence in bringing 
about modern control measures throughout the 
United States and the debt owed to the early 
pioneers in tuberculosis control is hardly mea- 
sureable. 

Trudeau was a powerful instrument in de- 
veloping the early vigor of the association. He 
was elected president at the first annual meet- 
ing, where he said prophetically: “The first and 
greatest need is education, and education of the 
people and through them education of the 
state. It is evident that if every man and woman 
in the United States were familiar with the main 
facts related to the manner in which tubercu- 
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losis is communicated and the simple measures 
for their protection, the people would soon de- 
mand and easily obtain effective legislation for 
its control.” 

Fund raising was a serious matter for the 
young Association. Fortunately the group 
stumbled upon a veritable gold mine—the 
Christmas Seal. This was suggested by Emily 
P. Bissell, who adapted the Danish idea of a 
Christmas stamp which she proposed should be 
sold before Christmas to raise funds. Originally, 
Emily Bissell raised money by this means for 
the care of some tuberculosis patients in Dela- 
ware. Somehow it caught the imagination’ of 
the American public, coming as it did near 
Christmas. It was too good a method of fund 
raising to remain local. In 1908, 33 state 
branches of the American Red Cross sold the 
seals which then bore the emblem of the Inter- 
national Red Cross. They raised $135,000 
which was then turned over to tuberculosis in- 
stitutions. 

By 1910 the directors of the National Tu- 
berculosis Association realized that here was a 
method which would solve the financial prob- 
lems of the Association. In 1920 the Red 
Cross, which had pioneered the sale, turned 
over the seal sale to the National Tuberculosis 


This brick was used in early anti-tuberculosis drive. 
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Association, and the double-barred Lorraine 
cross became the official emblem. Since then 
the National Tuberculosis Association and all 
its affiliates have depended on the sale of 
Christmas seals for the major part of their fi- 
nancing. 

As noted before, it is difficult to say how 
much the efforts of the Association have con- 
tributed to the decline of the tuberculosis death 
rate. During the first 15 years of the Associa- 
tion’s existence, the death rate declined from 
200 to 125 per 100,000. Further impetus to 
tuberculosis control came when the Metropoli- 
tan Life Insurance Company became interested 
in a demonstration—later to be known as the 
Framingham Demonstration because of its lo- 
cation in Framingham, Massachusetts—which 
showed what could be done in a typical Amer- 
ican community when all available knowledge 
and techniques were applied to the discovery 
and control of tuberculosis. The intent was to 
examine everyone in the community periodi- 
cally and to isolate and care for all tuberculous 
patients as soon as possible. 

When the demonstration began, the town’s 
death rate was apparently 121 per 100,000, 
according to official records. After the project 
was under way, however, it was discovered that 
the death rate was really much higher. Inade- 
quate reporting had failed to show that there 
were many more active cases of tuberculosis 
in the community than had been known. In the 
six years of the demonstration, the tuberculosis 
death rate dropped 68 per cent in contrast toa 
32 per cent drop in neighboring communities 
where lack of control still ruled. This was proof 
that the National Tuberculosis Association’s 
efforts were sound and that its program could 
be fruitful if support were forthcoming. 

After the Framingham Demonstration, the 
Sanatorium movement, both public and private, 
developed rapidly. As an offshoot of the Na- 
tional Tuberculosis Association, the American 
Sanatorium Association was formed. This sub- 
organization later became known as the Ameri- 
can Trudeau Society and after 1960, as the 
American Thoracic Society. Its members com- 
prise more than 5,000 of the leading chest 
specialists of the United States. It directs the 
Tesearch activities of the National Tuberculosis 
Association and publishes a well-known sci- 
entific journal. 

i Closely related but independent of the Na- 
ional Tuberculosis Association is the National 
Conference of Tuberculosis Workers. This is 
composed of full-time employees of the various 
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affiliated and local organizations. Thus the Na- 
tional Tuberculosis Association now consists of 
the parent organization and two subsidiary or- 
ganizations, plus more than 2,400 tuberculosis 
associations throughout the country. All of 
them rely on the Christmas seal sale for finan- 
cial support. 

Voluntary health agencies vary in their 
organizational structure. The practice of hav- 
ing laymen and physicians on their boards of 
directors varies. As in most organizations of 
this type, much of the work of the NTA is car- 
ried out by committees. An effort is made in 
committee formation to include representatives 
from both the American Thoracic Society and 
the National Conference of Tuberculosis 
Workers. Medical guidance is obtained through 
the American Thoracic Society, particularly 
through its governing council, and its own com- 
mittees on medical research, medical educa- 
tion, and therapy. 

Since the National Tuberculosis Association 
was the first voluntary health agency, we can 
credit it with giving impetus to the voluntary 
health movement. The agencies organized after 
the NTA developed various types of programs 
and their structures differ, but basically they 
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are all alike in following the American princi- 
ple of helping one’s neighbor in time of need. 
The American public caught on quickly to the 
idea of banding together and directing their ef- 
forts toward alleviating sickness and promoting 
good health. Today the national voluntary 
health agencies receive generous support from 
the public. 


National Health Council 


The National Health Council was estab- 
lished in 1921 by a group of national voluntary 
and professional health agencies to help them 
work together and with others in the cause of 
health improvement. The Council has three 
major functions: 

1. To help member agencies work together 
more effectively in the common interest. 

2. To help identify, call attention to, and 
promote solutions of national health problems. 

3. To promote better state and local health 
services, whether governmental of voluntary. 

The Councils’ member agencies, all national 
in scope, include voluntary health agencies, 
professional associations, governmental agen- 
cies, and civic and business groups having a 
major interest in health. Financial support of 
the Council comes principally from member- 
ship contributions and special grants. 


The Public’s Role 


All voluntary health agencies depend on the 
contributed time of volunteer workers inter- 
ested in promoting the agency’s objectives, as 
well as on voluntary contributions. It is esti- 
mated that between 45,000,000 and 50,000, 
000 volunteers aid these agencies in one way or 
another. These health agencies are truly an in- 
strument of public policy, for their very exis- 
tence depends on the public’s time and money. 

Citizens have expressed their interest in 
good health and disease prevention by giving 
overwhelming support to the voluntary health 
movement. 

All voluntary health agencies make an an- 
nual accounting of their finances to the public. 
This is done mostly through annual reports and 
campaign literature. The citizen can obtain a 
copy by writing to the national office of the 
agency in which he is interested or by phoning 
the local unit of that agency. A volunteer or 
contributor should learn about the stated pur- 
pose, organizational pattern, and program of 
those agencies he supports. 
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A citizen who wishes to check on the legiti- 
macy of a voluntary health agency should call 
his local Better Business Bureau, Chamber of 
Commerce, or medical society. National 
groups and organizations which supply infor- 
mational reports on voluntary agencies to their 
members are the National Information Bu- 
reau, National Social Welfare Assembly, Na- 
tional Health Council, Better Búsiness Bureau, 
and National Industrial Conference Board. 


Fund Raising 


Voluntary health agencies conduct fund 
raising campaigns throughout the year. They 
use two basic methods: the independent drive 
and the federated drive. 

Independent drives are conducted by health 
agencies who feel that the health education as- 
pect of campaigns for funds is vitally impor- 
tant. When they ask the citizen to give, they 
educate him on the disease or disability with 
which they are concerned. These health agen- 
cies campaign during specified months. Some 
examples are: 
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December: Christmas Seal Sale— 
National Tuberculosis Association. 
January: March of Dimes— 

The National Foundation. 
February: Heart Month— 
American Heart Association. 
April: Cancer Month— 

American Cancer Society. 

The federated drives are conducted once a 
year in October. The United Community Fund 
and Council of America is the national organ- 
ization which oversees local federated cam- 
paign drives. UCFCA gives out technical 
materials, furnishes advice on organization, 
public relations, and fund raising to local cam- 
paigns. The community merges the campaigns 
of local and national health, welfare, and rec- 
reational agencies in one big drive. The funds 
collected are disbursed by committees of com- 
munity civic leaders. 

Much controversy has taken place over the 
relative merits of independent vs. federated 
campaigns. The individual voluntary health 
agencies have taken a firm stand on the method 
they wish to use to gather funds from the pub- 
lic. Therefore, the citizen who wishes to give 
money to a particular health cause should 
know those health agencies included in his 
community fund campaign and those who con- 
duct independent campaigns. 


Principal Voluntary Health Agencies 


The following are brief descriptions of the 
purpose of the principal national voluntary 
health agencies. Local addresses are omitted 
from these listings because they tend to change. 
Since most of the agencies have local chapters 
in the larger cities, and many have them in small 
communities, there should be no difficulty in 
making contact with any of the organizations. 
The local health department or medical society 
can usually furnish local or national addresses. 

The National Council on Alcoholism, Ot- 


ganized in 1944, is a voluntary agency devoted ` 


to the control and prevention of alcoholism 
through education, research, and community 
Services, It is the only agency in the field that 
Provides inclusive services for a broad public 
health program on a national and international 
level. 

The Allergy Foundation of America (for- 
merly the American Foundation for Allergic 
Diseases) was established in 1953 by the 
American Academy of Allergy and the Ameri- 
can College of Allergists to interpret the scope 
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and true nature of allergic diseases and to pro- 
vide funds for leadership, technical training, 
and facilities for the correction or prevention 
of allergic diseases. 

The Arthritis Foundation was established in 
1948 by a group of doctors and laymen con- 
cerned with the medical, social, and economic 
problems of arthritis. It works with the Ameri- 
can Rheumatism Association. It has these pri- 
mary objectives: to find the cause and cure for 
arthritis and other rheumatic diseases; to foster 
and finance research for better treatment 
methods, as well as the final cure; to increase 
and improve local treatment facilities; to pro- 
vide training in rheumatic diseases to more 
doctors, therapists, medical students, and 
nurses; to extend public knowledge and under- 
standing of arthritis and protect its victims from 
exploitation by those who deal in worthless or 
misrepresented treatments; to raise funds to 
finance the expansion of these programs of re- 
search, patient care, and public education. 

The National Society for the Prevention of 
Blindness was organized in 1908 to find causes 
of blindness or impaired vision and to carry on 
activities for their prevention and the conserva- 
tion of vision through research, education, and 
demonstration and community programs. 

Fight for Sight—the National Council to 
Combat Blindness, Inc.—was organized in 
1946. Its primary purpose is to stimulate and 
finance research in ophthalmology and its re- 
lated sciences. The objective of this program is 
to restore and preserve sight by determining the 
causes, means of detection, prevention, treat- 
ment, and cure of visual disorders, impaired 
sight, incipient blindness, and blindness. This 
objective is pursued through the financing of 
grants-in-aid, post-doctoral research fellow- 
ships, student fellowships, and, from time to 
time, support of clinical service projects. 

The Brain Research Foundation was organ- 
ized in 1953 to arouse public interest in the 
need for more research and better research 
facilities in the field of brain disorders. The 
Foundation is negotiating to establish a Brain 
Research Center in the Chicago area. 

The American Cancer Society was founded 
in 1913 and reorganized in 1945. The Society’s 
medical and lay volunteers seek to wage a 
total, nationwide attack on cancer and to uti- 
lize present knowledge to save lives by public 
and professional education and service. It de- 
votes about a third of its funds to research 
aimed at the eradication of the disease. 

The Leukemia Society was established in 


502 


1949 to fight leukemia by stimulating new re- 
search efforts all over the world and to aid 
those afflicted through patient services. 

The Damon Runyon Memorial Fund for 
Cancer Research, Inc., founded in 1946, de- 
votes its entire resources to supporting research 
into the cause and control of cancer. It does not 
support any treatment facilities other than a 
limited number of hospital beds for cancer re- 
search programs. 

The United Cerebral Palsy Associations was 
founded in 1949 to promote research in cere- 
bral palsy, the treatment, education, and re- 
habilitation of persons with cerebral palsy, and 
to subsidize professional training programs of 
all types related to the problem of cerebral 
palsy. It seeks to spread information concern- 
ing all aspects of the problems of cerebral palsy 
by professional and public education; to pro- 
mote better and more adequate techniques and 
facilities for the diagnosis and treatment of per- 
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sons with cerebral palsy; to promote the em- 
ployment of persons with cerebral palsy; to 
cooperate with governmental and private 
agencies concerned with the welfare of the 
handicapped; to solicit, collect, and otherwise 
raise funds and other property for the above 
purposes. 

The National Cystic Fibrosis Research 
Foundation was organized in 1955 as a chari- 
table organization for the benefit of, and in aid 
of, scientific research, study, and training and 
dissemination of information in respect to cys- 
tic fibrosis and related diseases, and to provide 
indirect services to victims of cystic fibrosis. 

The National Society for Crippled Children 
and Adults founded in 1921, incorporated in 
1939 as the National Society for Crippled Chil- 
dren of the U.S.A., changed its name in 1944 to 
the above. Its purposes are to extend and de- 
velop the rehabilitation services which can al- 
leviate the physical, psychological, social, and 
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vocational effects of crippling disease or in- 
jury; to conduct educational programs for the 
public, professional personnel, parents of crip- 
pled children, and employers, to create greater 
understanding and greater acceptance of the 
crippled; to conduct research into the causes of 
crippling and its prevention, and to improve 
methods of care, treatment, and education of 
crippled children and adults. 

The American Hearing Society exists to 
provide information and consultative services 
to individuals and communities relative to 
hearing and speech problems; to educate the 
public concerning the identification, conserva- 
tion, prevention, and rehabilitation of persons 
in all age groups with hearing and speech im- 
pairments; to stimulate scientific efforts in 
these areas. 

The American Heart Association was in- 
corporated in 1924. Until its reorganization in 
1948 as a national voluntary health agency, it 
was primarily concerned with furthering pro- 
fessional education. Since then, its efforts have 
been directed to the integration of research, 
professional and public education, and com- 
munity services for control and ultimate con- 
quest of diseases of the heart and blood 
vessels. 

The National Hemophilia Foundation was 
organized in 1948 to make grants and do- 
nations for research and clinical study of hemo- 
philia, abnormal blood conditions, and similar 
ailments; to publish information and knowl- 
edge relating to the treatment of these diseases; 
to provide medical scholarships; and to grant 
funds to or for persons suffering from hemo- 
philia and kindred ailments. 

The Sister Elizabeth Kenny Foundation, 
an organization of international scope, was 
founded in 1943 and reorganized in 1960. It 
stresses training, education, and research in 
the broad field of rehabilitation of neuro- 
muscular and skeletal disabilities and dis- 
orders, 

The National Kidney Foundation was in- 
corporated in 1950 to direct, unify, stimulate, 
coordinate, and further the knowledge of and 
work done on any and all phases of kidney 
disease, including nephrosis and nephritis. 

The Leonard Wood Memorial for the Eradi- 
cation of Leprosy was organized in 1928 to 
carry on, maintain, and support laboratory in- 
vestigation, clinical observation, and all man- 
ner of research with respect to the disease of 
leprosy; to disseminate information concerning 
the source, diagnosis, treatment, and preven- 
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tion of leprosy; to voluntarily aid, establish, 
maintain, and support leper colonies, receiving 
stations, clinics, hospitals, and laboratories 
with proper staffs and equipment for diagnosis 
and treatment; and to aid and cooperate with 
organizations and agencies, public or private, 
having a similar or related purpose. 

The National Association for Mental Health 
was incorporated in 1950 to consolidate the 
three principal national voluntary agencies 
working at that time in the field of mental 
health. Its purposes are to develop a coordina- 
ted citizens’ voluntary movement to work to- 
ward the improved care and treatment of the 
mentally ill and handicapped; for improved 
methods and services in research, prevention, 
detection, diagnosis, and treatment of mental 
illness and handicaps; and for the promotion of 
mental health. 

The National Multiple Sclerosis Society 
was organized in 1946. Its aim and purposes 
are to stimulate, coordinate, and support re- 
search in multiple sclerosis and related dis- 
eases; to encourage and assist in establishing 
chapters, branches, and units of the National 
Society; to aid in establishing MS clinics and 
centers; to aid individuals disabled as a result 
of multiple sclerosis and related diseases, and 
their families; and to make grants of money for 
the prevention, diagnosis, treatment, allevia- 
tion, or cure of multiple sclerosis and related 
diseases. 

Muscular Dystrophy Associations of Amer- 
ica, Inc., was founded in 1950. It is dedicated 
to the scientific conquest of neuromuscular dis- 
eases through basic and applied research into 
nerves, muscles, and metabolism. 


The Myasthenia Gravis Foundation was Or- 
ganized in 1952 to support research into the 
cause, prevention, alleviation, and cure of my- 
asthenia gravis, and to disseminate information 
about the disease to the medical profession and 
to the general public. 

The National Foundation for Neuromuscu- 
lar Diseases, Inc. was founded in 1953 as the 
National Foundation for Muscular Dystrophy, 
Inc. Its name was changed in 1960 to define 
more precisely the scope of its purposes and 
objectives. These include: monetary support of 
intensive, long-range research in leading med- 
ical teaching, institutions to promote basic 
understanding, to improve the treatment, and 
ultimately to cure or prevent crippling neuro- 
muscular diseases; an education program to 
inform the public about these diseases, and to 
make available to the medical profession cur- 
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rent scientific knowledge; and the provision, 
through its local chapters, of adequate patient 
care services. 

The National Association for Retarded Chil- 
dren is a non-profit association incorporated in 
1953 to improve the welfare of retarded per- 
sons and promote a united attack on mental 
retardation problems. 

The American Social Health Association 
was organized in 1914 “to promote those con- 
ditions of living, environment, and personal 
conduct which best protect the family as a so- 
cial institution.” Its specific programs are in the 
fields of venereal disease, prostitution, nar- 
cotic addiction, and family life education. 

The National Tuberculosis Association was 
founded in 1904. Its purposes are to study, to 
disseminate knowledge concerning, and to en- 
courage the prevention and scientific treatment 
of tuberculosis and other respiratory diseases; 
to coordinate and stimulate the work of the 
more than 2,400 tuberculosis associations 
throughout the country; to cooperate with med- 
ical societies and with other non-official and 
offical organizations interested in tuberculosis 
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and related problems; and to promote inter- 
national relations in connection with control of 
tuberculosis and other respiratory diseases. — 

The National Foundation was organized in 
1938, to lead, direct, and unify the fight against 
poliomyelitis by promoting study and research 
into the cause, nature, and prevention of polio- 
myelitis and prevention of its harmful sequelae, 
as well as to provide medical care for patients 
afflicted with the disease. In 1958 the name of 
the organization was shortened to The Na- 
tional Foundation and its objectives were ex- 
panded to become “. . . an organized force for 
medical research, patient care, and professional 
education (with specific goals initially), flex- 
ible enough to meet new health problems as 
they arise.” Its program covers birth defects 
(congenital malformations), virus diseases, 
and disorders of the central nervous system, as 
well as poliomyelitis. 


Other Agencies of Medical Interest 


The American Foundation for the Blind Be 
established in 1921 by action of the agencie 
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serving blind persons and by their friends to 
promote higher standards of service throughout 
the United States on behalf of all blind and 
deaf-blind persons. 

The American Diabetes Association was 
established in 1940 as a national medical 
organization. The association is a nonprofit 
membership organization and the only non- 
governmental voluntary group in the field of 
diabetes in the United States. The association’s 
major interests are professional education, 
patient education, public education and case 
finding, and research. 

The National Rehabilitation Association 
was established in 1925 to advance the rehabil- 
itation of all physically and mentally handi- 
capped persons by research, professional serv- 
ices, and public education. 

The American Rehabilitation Committee 
was established in 1924 as a voluntary non- 
governmental association. Its aim is to prepare 
the disabled person physically, mentally, and 
vocationally for employment as quickly, ef- 
fectively, and efficiently as possible. The major 
portion of its operating cost is derived from 
voluntary contributions. 

The Association for the Aid of Crippled 
Children supports research in this and other 
countries on the nature, causes, and conse- 
quences of handicapping among children and 
youth. In addition to giving grants for both 
medical and social research, conferences of 
various types are held to stimulate communi- 
cation and collaboration among scientists and 
to explore areas of investigation which are now 
receiving little attention, The Association con- 
ducts a publishing program, primarily for pro- 
fessional audiences. 

The Maternity Center Association, in its 
program of education for childbirth, is broad in 
scope. In addition to its local programs of ex- 
pectant parent education, the Association pub- 
lishes books, leaflets, film strips, charts, and 
posters designed for use in biology and family 
living courses in high school and college, in 
classes for expectant parents, and in medical 
and nursing schools. 

The American Association for Maternal and 
Infant Health. Although the role of the obstetri- 
cian remains paramount in the medical care of 
the maternity patient, her total care may in- 
clude the services of the anesthesiologist, nurse, 
hurse anesthetist, pediatrician, hospital admin- 
istrator, nutritionist and dietician, social 
worker, public health nurse, and others. The 
purpose of the American Association for Ma- 
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ternal and Infant Health is to provide a close 
integration of all of these disciplines. The As- 
sociation serves as a forum for their mutual 
problems, providing guidance, educational 
needs, and a common meeting ground for 
everyone interested in maternal and infant 
care. A program for the participation of the lay 
public is in the process of development. It will 
emphasize the establishment of local educa- 
tional facilities for the instruction of mothers 
and fathers in preparation for pregnancy, de- 
livery, and the care of the newborn. 

The Planned Parenthood Federation of 
America was incorporated in 1922 as the 
American Birth Control League. In 1949 its 
name was changed to the above, and its pro- 
gram was broadened to include education for 
marriage and medical treatment of infertility. 

The purpose of the Federation is to provide 
leadership for the universal acceptance of fam- 
ily planning as an essential element of respon- 
sible parenthood, stable family life, and social 
harmony; the provision of the necessary med- 
ical services; and the promotion of research in 
the field of human reproduction including 
treatment and development of improved con- 
traceptive methods. 

The Margaret Sanger Research Bureau, 
named for its founder, is a center for research, 
education, and service in family planning, infer- 
tility, and marriage education. 

The National Society for Medical Research 
was founded to deal with a symptom of public 
ignorance and misunderstanding of medical 
and biological science—the antivivisection 
movement. It is primarily an association of re- 
search agencies. 

The People-to-People Health Foundation 
was initiated in 1958 by the President of the 
United States as part of a program to promote 
world peace through increased understanding 
between the people of the United States and the 
people of other nations. This program has sev- 
eral committees, one of which is the Committee 
on Medicine and Health Professions which has 
a corporate entity, the People-to-People Health 
Foundation, or Project HOPE (Health Op- 
portunity for People Everywhere). i 

The purpose of Project HOPE is to bring the 
skills and techniques developed by the Ameri- 
can medical professions to the people of other 
nations in their own environment, adapted spe- 
cifically to their needs and their way of life. Ini- 
tially, the chief vehicle of the project is a fully 
equipped and staffed hospital ship. Staffed by 
15 full-time and a rotating group of 70 volun- 
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teer physicians, the ship serves as a training 
and treatment clinic, a medical school, a base 
for medical, nursing, and sanitation teams, and 
the logistic center for medical aid and health 
and exchange programs carried out in the in- 
teriors of the countries it visits. 

The American National Red Cross was 
founded in 1881 and received its first congres- 
sional charter in 1900. A new charter in 1905, 
with its subsequent amendments, outlines the 
present obligations of the organization. It is 
charged with furnishing volunteer aid to the 
sick and wounded of the armed forces in time 
of war and to act in matters of voluntary relief 
and as a medium of communication between 
the people of the United States and their armed 
forces. It is further charged with providing a 
system of national and international relief to 
mitigate the sufferings caused by pestilence, 
famine, fire, floods, and other great calamities, 
and to devise and carry out measures for their 
prevention. 

The National Medical Foundation for Eye 
Care was established in 1956 by a group of 
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leading American ophthalmologists. It is incor- 
porated in New Jersey as a non-profit associa- 
tion. 

Its purpose is to study social and medical 
factors affecting eye care; to disseminate infor- 
mation to the profession and the public relating 
to scientific eye care; to promote the conserva- 
tion of vision and prevention of blindness 
through more effective utilization of this knowl- 
edge; to represent the professional interests of 
ophthalmology in matters of general or inter- 
professional concern; and to provide an organ- 
izational mechanism through which ophthal- 
mologists can study problems and formulate 
policies affecting their profession and service 
to the public. 

The Deafness Research Foundation was 
established in 1958 as the only national 
voluntary laymen’s organization devoted to 
support of investigation into the causes, pre- 
vention, and cure of impaired hearing. The 
principal objectives of the Foundation are 
threefold: to make available for research docu- 
mented temporal bones; to stimulate the study 
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of these inner ear structures by qualified inves- 
tigators in established laboratories throughout 
the country; and to develop a nationwide pro- 


507 


gram of public education concerning the seri- 
ous psychological, social, and economic effects 
of impaired hearing. 


CHAPTER THREE 


HOME, SCHOOL, AND HEALTH 


PARENTS HAVE A RESPONSIBILITY, as well as 
an opportunity, to teach their young children 
about healthful living. The child’s development 
of sound health behavior patterns and attitudes 
should get a good start in the home before he 
starts to school. During this period he should 
learn at home basic facts about body growth 
and development, body structure and function, 
and health and safety practices. 


What Parents Can Do 


Parents’ responsibilities for their child’s 
basic health needs include providing him with 
adequate, comfortable sleeping quarters, a well 
chosen diet, good habits of hygiene, and the 
correction of remediable defects with the aid of 
their family physician and dentist. Thus pro- 
vided for, the child can better perform his 
school tasks. 

The fundamentals of learning to live effec- 
tively in a complicated, fast-moving social 
order should begin in the home. The child can 
learn at first hand what it means to respect the 
rights of others and to share in their pleasures 
and responsibilities. 

When, however, parents cannot provide ade- 
quate care or help the child develop good hab- 
its of social living, they should seek help at the 
community level. In the rare cases when par- 
ents are unwilling to meet their responsibilities 
and where neglect can be demonstrated, the 
case may be referred to a child welfare agency 
or other community organization. 

Children differ greatly in their physical and 
mental capacities. They vary in their abilities to 
adjust socially and emotionally. For a child to 
perform to his best ability, he must have the 
highest possible degree of health attainable. He 
must be free from communicable disease and 
from defects which can be corrected. For ex- 
ample, hearing or vision loss and problems of 
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weight control or undernourishment can be 
treated, and undesirable personality traits or 
habits may yield to understanding and care. It 
is the responsibility of the home to take care of 
such problems. 

A child with impaired vision or hearing, or 
a shy, selfish, or overaggressive nature will 
have problems in making friends or taking part 
in group activities as well as keeping up in his 
studies. Any of these problems may prove to be 
handicaps to learning. 

Behavior problems may be studied jointly by 
parents and counselors. Teachers and parents 
alike must be led to realize the need for early 
identification of such problems and their sub- 
sequent correction. 

An ill child should remain at home for his 
own sake and that of his classmates. Parents 
should realize the importance of complying 
with this policy. Parents of school children who 
ride school buses need to be especially careful 
not to let their children go to school when they 
are ill. Once on the bus, the ill child may infect 
other children because of the close quarters. 
Most schools no longer strive for 100 per cent 
attendance. ‘ 

Another phase of parent-school cooperation 
usually includes insistence upon regular atten- 
dance in physical education classes—unless 
there are valid reasons for not attending. These 
classes afford the child an opportunity to de- 
velop physical skills and an appreciation of the 
value of exercise and recreation. They also help 
establish attitudes of good sportsmanship. 
These programs are entirely in keeping with 
our national interest in physical fitness. 

Some children, of course, cannot keep up 
with their schoolmates in the regular classes 10 
physical education. The child’s physician can 
arrange for his enrollment in a modified activ- 
ity. Prescription of individual programs based 
on specific needs should replace blanket ex- 
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cuses. Better understanding between parents, 
family and school physicians, and other school 
personnel may result through their joint repre- 
sentation on a school or community health 
council, or by informal conferences. Where 
physical education programs adapted to chil- 
dren’s varying needs are available, this prob- 
lem is seldom troublesome. 


Parents and Teachers 


For about 180 days each year, children 
spend from five to six hours a day in school 
under the supervision of a professional staff 
who observe them closely both as individuals, 
and in their relations with other children in the 
class. For the teacher to be able to do an effec- 
tive job, he must know as much as possible 
about the children in his class, including their 
background and home life. It is unwise and 
unfair to a child for parents to withhold perti- 
nent information concerning his health status 
or history which might help a teacher develop 
a better understanding of the child. 

No child can face alone all of the influences 
which our complicated way of living imposes 
upon him. He needs adult support from his 
home, his school, and his community. If these 
fail him, he may seek help through unsuper- 
vised and often undesirable association with 
others who need the same kind of help. It is in 
this way that many gangs of juvenile delin- 
quents develop. 

A child’s happiness has its roots in a happy 
home life. Children coming from homes where 
strife and discord replace love and understand- 
ing have little chance to achieve satisfying $0- 
cial and emotional relationships with other 
children. Often, too, they fail to get along with 
other adults because their home life makes 
them hesitant to trust adults, Through parent- 
teacher conferences, some degree of under- 
Standing of the child’s problem may be 
achieved. 

In some cases not much can be accom- 
plished to correct an unfavorable situation. 
When economic and competitive pressures are 
SO great as to warp the real meaning of family 
living and the home becomes merely a place in 
which to eat, sleep, worry, and quarrel, chil- 
dren often feel insecure and unimportant. 

_ While family counseling is not primarily the 
job of school personnel, a conference between 
parents and a teacher or nurse may bring home 
Problems into sharper focus and reveal the 
need for professional help for the child’s sake. 
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Illness in the family, sudden financial re- 
verses, and moving too often—or any circum- 
stance which results in loss of childhood friend- 
ships and frequent change in home and school 
environment—foster feelings of insecurity in 
the child. These leave their mark on the child’s 
school attendance and his ability to concen- 
trate on school work. The impact is greater in 
the lower elementary grades where home de- 
pendence is still a large factor in the child’s life. 

Teachers have a real opportunity to help a 
child adjust to disappointing and sometimes 
crushing circumstances. Guidance in learning 
to live with others may come from a teacher 
who has an understanding of people and a ma- 
ture insight into the child’s problems. 

Every child needs a home where his longing 
for encouragement is understood and his ac- 
complishments are appreciated. He needs 
enough time for study and a good place to do 
it. Every child has a right to some time of his 
own when he does not have to do chores, baby- 
sit, or engage in afterschool activities which 
parents dream up to keep him occupied and 
to contribute to his cultural life. Time budget- 
ing is as important a learning skill as typing or 
playing a musical instrument. 

Every child has an obligation to contribute 
to his family as one of its members; he has du- 
ties as well as rights. As the child matures, he 
will need to learn more about how to share re- 
sponsibility in the home. The school can help 
lay the foundation for improved family rela- 
tions by means of class discussion, acting out 
imaginary situations, the use of visual aids, and 
assigned readings in the studies of family living. 
By stressing the importance of getting along 
well with others and the need to attain emo- 
tional maturity and stability, the school may be 
able to help the child develop a better under- 
standing regarding his responsibilities toward 
his home and family. 


What Schools Should Do 


Children differ greatly in their physical, men- 
tal, social, and emotional characteristics. They 
also vary in their capacity to achieve, which 
cannot always be judged by their mental abil- 
ity. The desire to learn and the opportunity to 
do so rank high in importance along with the 
ability to learn. 

The school can lend its support to the home 
through opportunities for parent education and 
for parent conferences with teachers and other 


510 


school personnel. These include health special- 
ists responsible for medical, dental, nursing, 
psychological, or psychiatric counseling. 

A school health program has a better chance 
to succeed when there is mutual respect and 
understanding between parents and school per- 
sonnel, and between the family physician and 
school health personnel. 

In building functional and adequate school 
health programs, most schools have formulated 
school health policies in cooperation with par- 
ents and other people in the community inter- 
ested in child health and education. Such 
school health policies should be explained to 
all parents of school children. 

The school has a threefold responsibility for 
child health: First of all, it must educate for 
safe and healthful living. Second, it must create 
and maintain a safe and healthful environment. 
Third, it must offer an adequate health service 
program including emergency care in case of 
accident or sudden illness. 

In a health education program, the school 
aims to provide factual information about 
health in such a way that the child may develop 
acceptable health attitudes and practices. He 
should be given the opportunity to learn the 

basic facts of healthful living and be introduced 
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to recent health discoveries. 

Major topics which should be included are 
elementary first aid, home safety, and safety at 
school and on the way there. At the proper age, 
every child should be taught bicycle safety and 
driver training. In many of these phases of 
health education, parents have the major re- 
sponsibility. 

The basic facts of consumer health should 
also be presented to the pupil. For example, he 
should learn how to choose a doctor, how to 
call one in an emergency, and how to obtain 
hospitalization. He should learn the dangers of 
self-diagnosis and self-medication. He should 
have a chance to learn how to tell fact from 
fancy in advertising of health services and re- 
lated products. 

The child should learn the basic facts of 
communicable disease control and how to pro- 
tect himself and others as much as possible 
from infection. He should assume some respon- 
sibility for maintaining his own health by keep- 
ing records of his immunizations and his medi- 
cal and dental appointments. As soon as he 1$ 
mature enough, he may learn to make his own 
appointments and be responsible for keeping 
them. f í 

Home nursing as well as the basic facts © 
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education for family living, including sex edu- 
cation, the use and abuse of stimulants and de- 
pressants, and community responsibility for 
personal health maintenance are usually em- 
phasized in the upper elementary and junior 
high school grades, although some phases of 
these topics may be introduced at the inter- 
mediate grade level. 

The health curriculum should be tailored to 
fit the special health needs of each particular 
grade and should use community resources 
whenever possible to supplement formal teach- 
ing. For example, a unit on communicable dis- 
ease control can be more stimulating if it is 
related to a particular community drive for 
immunization against poliomyelitis or measles. 
Such a community program would involve pa- 
rental acceptance and consent, pupil education 
by the teacher, program coordination between 
the school nurse and doctor, and public health 
agencies and the child’s personal physician. 
Such a program may point up the importance 
of maintaining an adequate immunization 
status and become a basis for building good 
attitudes toward future immunizations. 

Dynamic health teaching will carry over into 
the home, resulting in the improvement of 
family and home hygiene, together with a bet- 
ter understanding and fuller use of community 
health resources. 

Parent-teacher organizations may become 
aware of important community needs and, 
under the school’s leadership, bring about com- 
munity health improvements. The raising of 
housing standards, removal of safety hazards, 
or improvement of food sanitation in restau- 
rants and markets are examples of improve- 
ments that may result. 

Communicable disease control can be 
effective only to the degree in which it becomes 
a total community project. Sanitation stand- 
ards must be kept at a high level in the home 
and in the community in order to support the 
school efforts. 
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School responsibility to the home includes 
notifying the family in case of emergency or 
sudden illness. Also, there must be a plan for 
emergency first aid in case of disaster. There 
should also be a way to inform parents if a dis- 
ease epidemic threatens to develop in the 
community. 

Insistence on periodic medical and dental 
examinations for each school child points up to 
parents the importance of this procedure. By 
indicating the need for early correction of reme- 
diable defects, the school performs a vital 
service in laying the foundation for continued 
attention to health preservation throughout 
adulthood. 

Teachers may point out the significance of 
health examination results or of the child’s 
special health problems, and encourage parents 
to obtain necessary care. Both parents and 
children may be motivated through personal 
conferences to accept the need for treatment. 

During such conferences, parents also have 
the right to be listened to with respect and to 
be guided in the ways in which they may best 
understand and meet the health problems of 
their children. In such conferences, too, chil- 
dren can be taught to evaluate their own health 
assets and liabilities and to adjust to them. For 
example when participation in certain athletic 
events is prohibited, other compensations must 
be offered. A skilled teacher can offer guidance 
in this direction. 

Classes in home economics and mechanics 
provide information and practice in skills for 
the promotion of better family living. The es- 
tablishment and maintenance of adequate 
school lunch programs find support through 
the joint concern of home and school for im- 
proving the child’s nutrition. 

Through the use of the “Lighted School 
House” program with evening classes for 
adults and recreation for all, schools can do 
much to raise their contribution to wholesome 


community living. 


CHAPTER FouR 


COMMUNICABLE DISEASES 


EVERY MAN, WOMAN, AND CHILD at some 
time in life suffers illnesses caused by infection. 
Infections which can be passed from person to 
person, or from animals to persons, are called 
communicable diseases. These diseases “are 
caused by germs (primarily bacteria or vi- 
ruses) which gain entrance to the body and 
multiply at particular sites. Depending on 
where the germs multiply, different types of 
illnesses develop. If a germ enters the body 
through the nose or mouth and multiplies in 
that region, a sore throat, tonsillitis, sinusitis, 
ear ache, cough (bronchitis), or even pneu- 
monia will result. If the germs are swallowed 
with food, milk, or water, gastrointestinal 
symptoms such as nausea, vomiting, cramps, 
and diarrhea frequently result. If the germs en- 
ter through broken or cut skin, infections such 
as boils, skin ulcers, or other inflammations 
may occur, 

The severity of infection results from such 
factors as the inherent properties of the specific 
germ, the number of germs, and the ability of 
the body to fight them. The same type of germ 
may vary in its ability to invade the body. This 
ability depends upon a large number of factors, 
only some of which are completely understood, 
The most important factor in determining the 
severity of infection is the number of germs 
actually entering the body. If all other condi- 
tions remain the same, the larger the number 
of germs invading the body, the more severe 
will be the illness. Of prime importance in the 
course of an illness is the ability of the body to 
fight infection. 

The ability of the body to resist infection is 
termed immunity. It may be natural or ac- 
quired. Natural immunity is the sum total of 
the defenses in all normal people which enable 
the body to resist infection under ordinary con- 
ditions. These defenses include, among many 
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others, intact skin and mucous membranes 
which act to bar the entrance of germs; the tis- 
sue fluids and blood, which contain cells and 
other substances which engulf and destroy 
foreign objects; and the ordinarily harmless 
population of bacteria and viruses found in the 
body which prevent or interfere with the 
growth of harmful bacteria or viruses. All of 
these processes of natural immunity are based 
on an individual’s physical characteristics. 
These depend upon proper nutrition, physical 
fitness, rest, age, sex, and environmental influ- 
ences such as humidity and temperature. 
Throughout one’s lifetime, many germs may 
actually enter the body, but natural immunity 
prevents infection. When this natural immunity 
is depressed by illness, inadequate nutrition, 
lack of adequate rest, or other conditions, a 
person may develop infections which healthy 
persons ordinarily would not. y 
Acquired immunity is that defense against 
infection which an individual develops through 
exposure to germs or their products. Each germ 
acts as a specific antigen. An antigen is a sub- 
stance foreign to the body which stimulates the 
body to form antibodies. Antibodies are pro- 
tective proteins which the body forms in re- 
sponse to an antigen. For instance, when mea- 
sles viruses enter the body, they cause the body 
to form antibodies because the measles virus is 
a foreign substance. These antibodies are for 
specific use against the measles virus, and help 
the body fight and kill the virus. They do not 
help to fight other viruses such as the poliomy- 
elitis virus, however. The body forms anti- 
bodies against each germ that invades it. Until 
the body has had at least one encounter with the 
germ, no antibodies can be formed against it. 
Immunity may be acquired naturally, that 1s, 
by actually developing the disease. In the 
course of an illness, antibodies appear and the 
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patient begins to recover. These antibodies 
then persist in the blood stream and protect 
the individual from developing the same illness 
again. Not many years ago, this was the only 
way people could develop immunity. Today, 
however, modern medicine has developed vac- 
cines by which we can develop immunity arti- 
ficially. Vaccines are antigens which cause the 
body to build antibodies against a particular 
disease without becoming ill. 

Some vaccines contain living germs, such as 
the smallpox, yellow fever, measles, and oral 
polio vaccines. These living vaccines have been 
rendered harmless in the laboratory, so that 
they do not cause the harmful effects of the dis- 
ease. But they still provoke the formation of 
antibodies. Some vaccines contain killed germs, 
such as typhoid and the Salk polio vaccines. 
These vaccines contain germs which have been 
killed in the laboratory so that they cannot 
cause disease, but will still cause the body to 
form antibodies against the specific disease. 

Other antigens are made from the products 
of germs which cause disease, such as the tet- 
anus and diphtheria vaccines. Tetanus and 
diphtheria are diseases caused by a toxin poi- 
son released by the germs. Tetanus and diph- 
theria preventives, therefore, contain a modi- 
fied toxin called a toxoid which has been 
tendered harmless in the laboratory but will 
cause the body to build antibodies. In this in- 
stance, the antibody formed is called antitoxin. 
i Artificially acquired immunity protects the 
individual from developing the disease the first 
time. As a result, hundreds of thousands of 
people are spared the suffering from these dis- 
eases, and many thousands of lives are saved. 
Artificial immunity, however, does not last so 
long as naturally acquired immunity. As a re- 
sult, a booster shot of vaccine is periodically 
needed to stimulate the production of more 
antibodies, In developing artificial immunity, 
the body makes its own antibodies in response 
to a given antigen. This is known as active im- 
munization. 

There are occasions, however, when we can- 
not wait for the body to make its own antibodies 
or where we do not have an antigen available 
So that the body can make its own antibody. 
In these situations, antibodies formed by an- 
Other person or animal can be given. This is 

nown as passive immunization. Gamma 
globulin is a form of passive immunization be- 
Cause it is the antibody portion of the blood of 
other people in concentrated form. Because We 
cannot produce active immunity against hepa- 
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titis (no antigen or vaccine is available to do 
so), gamma globulin is frequently given to pa- 
tients to provide them with passive immunity. 

For persons who have never been immu- 
nized against diphtheria and tetanus and who 
have developed the disease, or who are in dan- 
ger of developing it, passive immunity can be 
produced by giving antitoxin (antibodies 
against the toxin), which has been produced in 
animals. Passive immunization is never as good 
as active immunization, however. In addition, 
such immunity only lasts about six weeks. 

Today it is both the right and the privilege of 
every child to receive protection against such 
diseases as smallpox, diphtheria, tetanus, 
whooping cough, poliomyelitis, and measles. 
It is therefore the duty and responsibility of 
every parent to be certain that his child receives 
this protection. Vaccine cannot prevent dis- 
ease if it remains in the doctor’s office. It can 
protect the child only if it is given according to 
the recommended schedules. Your doctor or 
local health department is the best source of ad- 
vice on such schedules. Every parent should 
keep an adequate record of immunizations for 
all members of the family. Both dates and type 
of vaccine given should be recorded. 


Common Immunizations 


There are at least six diseases (smallpox, 
diphtheria, whooping cough, tetanus, measles 
and poliomyelitis) against which most Amer- 
icans are immunized in childhood. In addition, 
there are two other diseases, influenza and ty- 
phoid fever, against which many are vacci- 
nated, as well as several other vaccines which 
are recommended when one travels in some 
parts of the world. All important to any pro- 
gram of immunizations is careful planning so 
that the vaccines are given at the proper times 
and in the proper sequence. Listed below are 
the vaccines most commonly given in the 
United States today. 


Smallpox 


Smallpox vaccine is a living virus vaccine. 
It has been derived from the virus of cowpox 
over a period of many years. This virus is in- 
troduced by minute punctures into the skin. 
The virus then grows and multiplies at the site 
to form a round, scabbed, ulcer-like sore which 
appears in approximately one week and disap- 
pears during the following 10-day period. 
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This ulcerated, scabbed-over sore is called 
a primary vaccination. It occurs in persons who 
have no preexisting immunity to smallpox. A 
modified reaction develops in persons who 
have previously been vaccinated and have 
some remaining immunity. Within three days 
after vaccination, a small pimple appears at the 
site of vaccination. Along with this there may 
be some mild redness and itching, but this usu- 
ally disappears within 7 to 10 days. If no re- 
action develops at the site of vaccination, it 
means either that the vaccine virus was dead or 
that the vaccine virus has not successfully en- 
tered the skin. Under such circumstances, the 
person should be revaccinated so that either a 
primary or modified vaccination reaction can 
develop. 

Frequently at the time a primary vaccina- 
tion reaction develops, the individual also de- 
velops fever and an aching feeling. In rare 
instances, the lymph nodes under the inoc- 
ulated arm may swell up and become tender. 
The modified reactions that come with revac- 
cination, however, do not include such symp- 
toms. Generally, older individuals develop 
more symptoms from primary vaccination 
than do young children. For persons success- 
fully vaccinated in childhood, revaccination 
has modified reactions with virtually no 
symptoms. No one need fear periodic re- 
vaccination. 

There are relatively few reasons not to 
vaccinate against smallpox and almost all chil- 
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dren should receive smallpox vaccination 
within their first year of life. However, if 
a child is receiving hormone treatment such as 
cortisone, or if a rare blood disorder such as 
agammaglobulinemia is present, vaccination 
should not be done. No child with eczema or 
other skin rashes should be vaccinated. In such 
instances, the vaccine virus may spread over 
the entire body, resulting in a condition known 
as generalized vaccinia. 

A child recently vaccinated against smallpox 
may transfer the virus to his brother or sister 
who may happen to have eczema. Your phy- 
sician is the best source of advice under such 
circumstances. A child who may have had 
eczema during the first year of his life may be 
safely vaccinated after the skin condition has 
cleared and does not seem likely to return. 

Once successfully vaccinated, everyone 
should be revaccinated at least every five years 
to maintain adequate immunity. Under special 
circumstances such as living abroad, one 
should be vaccinated as often as once a year, 
depending upon the part of the world in which 
he is living. A certificate proving smallpox vac- 
cination within the past three years is required 
in order to enter or reenter the United States. 


DPT Immunization 


While one can be immunized against diph- 
theria, whooping cough, or tetanus separately, 
it is common practice today to give infants all 


IMMUNIZATION SCHEDULE* 


Age at First Dose 


and Dosage 


Diphtheria 


at 1 month 
vals 


Whooping Cough 


Material (Antigen) 


Triple preparation, 
doses 


Adult Immunization 


At 15 to 18 months and 3 | Adults subject to unusual 
years rik may use adult type 


diphtheria toxoid 
Tetanus and diphtheria tox- | Tetanus at any age with 


oid only at 6 and 12 years; booster every 10 years and 
= after on whenever injured 
ice 


physician's 


Not indicated 


Poliomyelitis 2 months 


Between the ages of 


Measles 12 ths of 
(Rubeola) olarai aA 


vals 


Smallpox Smallpox vaccine 


mune globulin, 1 
each 


Sabin Oral Polio Vac- 
cine Types 1, II, and I 
in that order; or triva- 
lent oral vaccine 3 doses, 
at 6- to B-week inter- 


Live attenuated measies 
vaccine, 1 dose 


Live attenuated measles 
vaccine plus measles im- 


Typhoid-paratyphold vac- 


1 dose of trivalent oral vac- 
cine at 12 to 15 months, 
and 1 dose on entering eign travel should receive 
school two doses of trivalent oral 
vaccine 6 to 8 weeks apart 


Adults subject to unusual 
risk, military service, or for- 


At 5-year Intervals, except 
at 3-year intervals for inter- 
national travel or persons 
subject to unusual risk 


At S-year intervals, before 
going abroad and during an 
epidemic 


Data are not yet available to 
Indicate when or with what 
frequency booster doses might 
be required 


Not indicated 


Only when needed, Typhoid- 
paratyphoid vaccine, 2 injec- 


At 4-year intervals a single | tions with single boosters at 
4-year intervals Only for per- 


Injection up to 2 boosters 
sons subject to risk or foreign 


Typhoid- Only when needed; | cine 2 injecti 
paratyphoid routine immunization | more ents apart MGs 
fevers not indicated in USA | cording to manufacturer's 

recommendations 
3 months, but only for Influenza vaccine followed 
Influenza children with debili- by second dose in 2 months 


tating and chronic dis- 
eass 


1 dove each year 


travel 

1 dos each fall for persons 
subject to risk, in community 
services, or with debilitating 


or chronic diseases 


‘*Adapted aye hrint pry kearah Kaige Pr bp Control of Infectious Diseases, 1966, American Academy of Pediatrics, 
iseases in Man, Tenth Edition, American Public Health Association, 1965. 
This schedule is a flexible guide which may be modified by the physician to fit individual situations. 
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three vaccines at one time. Such immunization 
is called the DPT, or triple shot. This vaccine 
contains inactivated diphtheria toxin called 
toxoid, killed whooping cough germs, and in- 
activated tetanus toxin or toxoid. Each of 
these is also available separately, or diphtheria 
and tetanus immunization can be combined 
without whooping cough. Then it is called DT 
or double toxoid. DPT, or triple vaccine, 
is usually given in three doses at monthly in- 
tervals beginning at about six weeks of age. A 
reinforcing dose is then given approximately 
one year later. Such a series of inoculations is 
termed the primary series. 

The need for every child to receive DPT im- 
munization is really quite obvious. Diphtheria 
still occurs in the United States. Every year 
between 50 and 75 children die from the dis- 
ease. Invariably, these children had not re- 
ceived immunization; thus they therefore die, 
unnecessarily. 

So long as some children remain unvaccina- 
ted, there will be danger from diphtheria, for 
the diphtheria germ can be carried by healthy 
persons. The adequately immunized child who 
picks up the diphtheria germ, will probably 
fight it off successfully. If, however, an unim- 
munized child picks it up, the results can be dis- 
astrous. Even if he remains well, he may ex- 
pose enough children until one of them, not 
previously immunized, becomes seriously ill. 

Diphtheria need not be a threat to your 
child, however. After the primary series of in- 
oculations in infancy, booster doses of diph- 
theria toxoid should be given at least every 
three years until high school age. Special 
toxoids have been developed for older children 
and adults in the event that a diphtheria epi- 
demic should make immunization of older age 
groups necessary. 

_ Whooping cough is a serious illness among 
infants under the age of two because of com- 
plicating pneumonias. Under two, at least 1 out 
of every 10 infants developing whooping cough 
will die. Invariably, children at that age who 
develop whooping cough have not received 
their primary immunization. It is important 
that other young children in a family be im- 
munized so that they will not bring the disease 
home to the newborn baby. Because the dis- 
ease is so serious in the newborn period, im- 
munization should not be delayed any longer 
than necessary, and preferably should begin at 
six weeks of age. After a child begins school at 
age five or six, booster shots against whooping 
cough are no longer given. Also, the physician 


515 


may decide not to give whooping cough vac- 
cine to certain children who have epilepsy or 
other nervous system diseases. 

Tetanus, or lock-jaw as it is commonly 
known, is a disease which will always remain a 
threat unless a person is adequately immu- 
nized. Tetanus is caused by germs which lie 
dormant in the soil. After the dormant form 
(called spores) enters the body, the spores be- 
gin to multiply. As they do so, they form a very 
powerful toxin which paralyzes the muscles 
and causes them to twitch and convulse. 

Anytime a person’s skin is broken, particu- 
larly in areas such as the backyard, camping 
or picnic sites, swimming areas, and along the 
highways where automobile accidents may oc- 
cur, there is danger of tetanus. The injury itself 
need not be major. About one-half of all cases 
of tetanus seen in American hospitals are the 
result of an injury so trivial as to go unnoticed 
until symptoms of tetanus occur. 

The only real safeguard, therefore, is to keep 
your tetanus immunization up to date. After 
the primary series of inoculations in infancy, 
boosters should be given at the start of school 
and every three to five years thereafter. When 
injuries which are commonly associated with 
tetanus do occur, your physician will immedi- 
ately give a booster shot. 


Poliomyelitis 


Today the incidence of poliomyelitis in the 
United States is at an all-time low. Since 1955, 
when the Salk vaccine was introduced, polio 
has occurred primarily in areas or neighbor- 
hoods where the vaccine has not been fully 
utilized. Each outbreak has occurred among 
groups with a much lower vaccination rate than 
nearby areas which remained free of the dis- 
ease. In the United States today there are still 
a great many persons who either don’t seem to 
care or who don’t know the necessity for ade- 
quate immunization. So long as such attitudes 
exist, small and localized outbreaks of paralytic 
poliomyelitis will continue in the United States. 

Two different poliomyelitis vaccines are 
presently in use. The Salk vaccine is a suspen- 
sion of the three types of polio virus which have 
been killed. The Sabin or oral vaccine is live 
polio virus which has been changed sufficiently 
in the laboratory so that it will not cause dis- 
ease. There is a separate oral vaccine for each 
of the three types of polio virus and also one 
oral vaccine containing all three types. 
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Salk vaccine is injected, beginning as early 
as six weeks of age, in three doses at one-month 
intervals. Some manufacturers combine the 
Salk vaccine with DPT to make a four-in-one 
shot. After the original three doses, an addi- 
tional dose is recommended at approximately 
one year of age. Booster shots every two years 
thereafter are recommended in order to main- 
tain immunity. 

Sabin vaccine is given one type at a time, be- 
ginning as early as six weeks of age, at one- 
month intervals. This is given as a sweet, 
cherry-flavored syrup. A booster dose of triva- 
lent oral vaccine is given at one year of age. 
Recommendations for booster doses for older 
children or adults have not been formulated as 
of this writing. 


Measles Vaccine 


The use of measles vaccine is now encour- 
aged in the United States. Most parents will be 
thankful for this new advance in medicine be- 
cause measles can be quite severe and pro- 
longed. Furthermore, the number and type of 
complications following measles has concerned 
everyone. This vaccine provides protection 
against the red measles (five-day measles, Ru- 
beola) only, and not against German (rubella) 
measles. 

Several measles vaccines were used during 
the developmental period, but the one now rec- 
ommended for universal use is a live virus 
measles vaccine modified to give a minimum 
reaction. An injection of gamma globulin is 
sometimes given at the same time in the other 
arm to further reduce the possibility of un- 
comfortable reaction developed by about 15% 
of the children receiving vaccine. There is evi- 
dence that measles vaccine will give the same 
lifetime immunity to measles as is given by the 
disease itself. 

The reported experience of vaccinating over 
25 million children with measles vaccine sug- 
gests that measles can be eradicated as an epi- 
demic disease if all children older than one year 
and younger than ten, who have not previously 
had measles or vaccine, receive vaccine im- 
mediately. The key target population is chil- 
dren in kindergarten and the first three grades, 
especially the oldest child in the family. These 
are the ones who bring measles home to 
younger brothers and sisters. 

Measles vaccine is not recommended under 
one year because sufficient protection is still 
carried over from the mother which not only 
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gives some protection but also interferes with 
the child’s ability to develop his own immunity. 


Mumps Vaccine 


Mumps virus vaccine, live, became avail- 
able for general use in December, 1967. This 
vaccine may be considered for children ap- 
proaching puberty, in adolescents and in adults, 
especially males, if they have not had mumps. 
The vaccine is not specifically contraindicated 
for younger children but, until more informa- 
tion on the duration of immunity is available, 
the vaccine is not recommended for routine use. 


German Measles Vaccine 


A vaccine for German Measles (rubella) 
has been developed and is giving good results 
in field trial investigations. It has not been re- 
leased for general use at this time. Your physi- 
cian will know whenever it is released and the 
recommendations for its use. 


Scheduling Immunizations 


Because artificially acquired immunity is not 
permanent, periodic doses of vaccine are 
needed to provide continued protection against 
disease. Furthermore, some vaccines require 
more than one dose to provide initial protec- 
tion. It is necessary, therefore, to follow certain 
vaccination schedules. The accompanying 
table gives a recommended schedule of im- 
munizations beginning: at birth. For children 
who have not received prior vaccinations, these 
may, of course, be begun at any time; but al- 
ways remember, the sooner, the better! If a 
child has already passed the age of five, he will 
not usually receive measles or whooping cough 
vaccine. An adult would receive the special 
diphtheria-tetanus combined toxoid for adult 
use, but should receive smallpox and polio vac- 
cines in the same schedule as children. 

Many parents become confused when they 
realize that one of their children may have re- 
ceived only two of a series of three injections 
(such as DPT or Salk polio vaccine). “Do I 
need to start over?” is a frequent question. 
Often, if the time elapsed since the previous 
two is less than one year, the answer 1S 
no. Your physician or local health department 
is the best source of advice under such circum- 
stances. The most important consideration 1$ 
not to delay further. 
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Common Communicable Diseases 


In this section are listed some of the com- 


monly encountered communicable diseases - 


with pertinent information regarding their 
cause and control. The diseases are listed in 
alphabetical order. The information is modi- 
fied from the Report.of the Committee on the 


Control of Infectious Diseases of the American 


Academy of Pediatrics. 

Special attention should be called to the fact 
that state laws and local health department reg- 
ulations regarding communicable disease vary. 
Therefore discrepancies may be observed be- 
tween the information here set forth and the 
recommendations received from your local or 
state department of health. These differences 
will not be of serious importance. Your local 
or state recommendations and regulations 
must, of course, govern because they are spe- 
cifically designed to meet local needs. 


Chickenpox (Varicella) 


Agent: A virus, closely. related to, if not identical 
with, that causing herpes zoster (shingles). 

Source: Human beings only. 

Mode of transmission: Most often by direct contact 
with person ill with chickenpox or herpes zos- 
ter. Dry scabs are not infectious. 

Incubation period: 14 to 16 days; occasionally as 
long as 3 weeks. 

Period of communicability: Probably not earlier than 
1 day before appearance of rash, and no longer 
than 6 days after appearance of first blisters. 

Isolation of patient: Until 6 days after appearance of 
first blisters. No need to isolate until all crusts 
have dried or have fallen off. 

Quarantine of contacts: None. 

Care of exposed susceptibles: If exposed susceptible 
person is receiving cortisone or related hor- 
mones, a physician should be consulted as 
soon as possible. 

Control measures: 

a) Immunization—None. 
b) Other—None practical. 


Croup (Laryngitis) 


Agent: May be bacteria or virus. Croup in most 
instances: is a result directly or indirectly of a 
virus upper respiratory infection. 

Source: Secretions from nose, throat, skin, and other 
lesions of infected persons or carriers. 

Mode of transmission: Direct contact with patient 
or carrier; indirect contact with articles con- 
taminated by infected persons or carrier. 

Incubation period: Not uniform; varies with agent. 

Period of communicability: Probably the duration of 

A the acute illness. 

Solation of patient: Advisable. 

Quarantine of contacts: None. 

Care of exposed susceptibles: Close observation. 
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Control measures: 
a) Immunizations—None. 
b) Other—None practical. 


Epidemic Diarrhea in Newborn Infants 


Agent: Specific types of bacteria or viruses cause 
most of the outbreaks of diarrhea among new- 
born infants. 

Source: So far as is known, all the agents are from 
human sources. 

Mode of transmission: Because all agents are found 
in feces, transmission of disease by fecal con- 
tamination is most likely. Spread by infectious 
droplets via the air is also possible. Infection 
may be contracted from sick infants, from in- 
fected infants showing no symptoms, or from 
attendants of infants. 

Incubation period: Usually 2 to 5 days. 

Period of communicability: Presumably as long as 
the bacterium or virus is excreted in stool or 
is present in upper respiratory tract. This is 
variable with individual patient. For most 
types, the average period of communicability 
is about 2 weeks. 

Isolation of patient: The infected infant should be 
removed from contact with other newborn in- 
fants: 

Quarantine of contacts: Yes, if susceptible. 

Care of exposed susceptibles: Exposed susceptible 
infants should be quarantined. Breast-fed in- 
fants are very rarely affected. 

Control measures: 

a) Immunization—None. 

b) Other—Rigid aseptic technique in nursery. 
Reporting of diarrhea and other illness by 
nursery personnel, and thoughtful consid- 
eration of best method of dealing with 
each reported incident. Careful search for 
minor signs of infection among newborn 
infants in nursery, so that beginning of 
epidemic of diarrhea will not be over- 
looked. Program to encourage breast- 
feeding of all infants since breast-fed babies 
are not susceptible to this desease. 


Diphtheria 


Agent: Corynbacterium diphtheriae, a bacterium. 

Source: Secretions from nose, throat, skin, and other 
lesions of infected persons or carriers. 

Mode of transmission: Direct contact with patient or 
carrier; indirect contact with articles contami- 
nated by infected persons or carriers. 

Incubation period: 2 to 6 days; occasionally longer. 

Period of communicability: Variable, usually 2 
weeks or less, seldom more than 4 weeks. 

Isolation of patient: Should be isolated until 3 con- 
secutive bacterial nose and throat cultures, 
obtained at intervals of 24 hours or more, are 
all found to be free of germs. 

Quarantine of contacts: Close child contacts should 
be quarantined until 2 successive nose and 
throat cultures have been obtained and 7 days 
have elapsed since last exposure. 

Care of exposed susceptibles: Take nose and throat 
cultures; quarantine as above. Children in an 
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exposed household should receive a booster 

dose of toxoid immediately and be observed 

daily by a physician or a nurse. 
Control Measures: 

a) Immunization—See previous section. 

b) Other—Distinction of articles possibly con- 
taminated by the patient or discharges 
from the patient. When the disease has run 
its course disinfection by thorough cleaning 
and airing of sickroom. 


Hepatitis (Infectious) 


Agent: Infectious hepatis (hepatitis A) virus. 

Source: Infected persons, including those undetected. 

Mode of transmission: Largely via fecal contamina- 
tion; possibly by secretions of nose and throat. 
May be spread by consumption of fecally con- 
taminated water, food, or milk, or by blood 
and blood products obtained from persons 
carrying the hepatitis virus. 

Incubation period: 10 to 50 days; average 25 days. 

Period of communicability: Unknown. Virus has 
been detected in blood and feces 2 to 3 weeks 
before onset of disease, as well as during the 
acute stage. It is not known how long virus 
persists in these materials. 

Isolation of patient: Recommended for first week. 

Quarantine of contacts: Not feasible. 

Care of exposed susceptibles: Passive immunization 
for approximately 6 weeks can be achieved by 
intramuscular injection of gamma globulin. 

Control measures: 

a) Active immunization—None. 

b) Passive immunization—Gamma globulin. 

c) Other—Environmental sanitation (com- 
munity, personal and hospital) may limit 
the spread of infectious hepatitis virus. 


Hepatitis (Serum) 


Agent: Serum hepatis (hepatitis B) virus. 

Source: Infected persons, including those undetected. 

Mode of transmission: Through transfusions of 
blood or plasma which have been obtained 
from carriers of the hepatitis B virus. Through 
the use of needles or syringes or equipment 
for inoculations which have not been thor- 
oughly and adequately sterilized and which 


may have been contaminated with hepatitis B 
virus, 


Incubation period: 60-160 days. 

Period of communicability: Unknown, 

Isolation of patient: Not necessary. 

Quarantine of contacts: Not necessary. 

Care of exposed susceptibles: Gamma globulin may 
be used depending upon the circumstances 
and the strength of the evidence that an in- 
dividual has been exposed, 

Control measures: 

a) Immunizations—None. 

b) Other—Adequate screening of blood 
donors to eliminate those who may be 
carriers of the virus. Persons who have 
been jaundiced or exposed to hepatitis 
should make this known when donating 
blood. 
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Influenza (Virus) 


Agent: The influenza viruses, two types, A and B, 
have repeatedly been encountered in recent 
epidemics. Types A and B include numerous 
distinct strains. 

Source: Discharges from the mouth and nose of in- 
fected persons. 

Mode of transmission: By direct contact, through 
droplet infection, or by articles recently con- 
taminated by infected persons; possibly air- 
borne. 

Incubation period: Usually 1 to 3 days. 

Period of communicability: Probably briefly before 
onset and up to 1 week thereafter. 

Isolation of patient: None required. 

Quarantine of contacts: None. 

Care of exposed susceptibles: None. 

Control measures: 

a) Immunization—Vaccines are currently 
available and recommended for the elderly, 
or persons with chronic heart or lung dis- 
eases, as well as pregnant women. The 
components of the vaccine must be 
changed periodically and persons must be 
revaccinated each year. The Surgeon Gen- 
eral of the U.S. Public Health Service an- 
nounces recommendations each summer. 

b) Other—Avoiding of crowded areas for pro- 
longed periods during the epidemic season. 


Measles (Rubeola: Red Measles) 


Agent: A Virus. 

Source: Secretions of nose and throat of infected per- 
sons. 

Mode of transmission: Droplet spread, by coughs or 
sneezes or direct contact with infected persons; 
indirectly by articles freshly contaminated with 
nasal and oral secretions; airborne in some 
instances, 

Incubation period: 7 to 14 days, usually 10 days; 
gamma globulin may extend incubation period 
to 21 days. ‘ 

Period of communicability: Particularly infective 
during coughing stage; usually 5 to 9 days, 
from 4 days before to possibly 5 days after 
the rash appears. 

Isolation of patient: From first appearance of early 
signs until 4 to 5 days following appearance of 
rash, or about 8 days in all; longer if period 
before rash exceeds 4 days. 

Quarantine of contacts: During epidemics in large 
communities, quarantine of exposed children 1s 
of little value in control of spread. Where con- 
ditions warrant, quarantine from 7th to 14th 
day after known exposure. 

Care of exposed susceptibles: Gamma globulin. 

Control measures: 

a) Active Immunization—See previous sec 
tion. N 

b) Passive Immunization—Gamma globulin 
given early after exposure may modify the 
disease. 

c) Other—Concurrent disinfection of all ar- 
ticles soiled by nose and throat secretions. 
After disease has run its course, disinfec- 
tion by thorough cleaning and airing. 
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Measles, German (Rubella, “3-Day Measles”) 
Agent: The virus of rubella. 


Source: Secretions of nose and throat of infected 
persons. 

Mode of transmission: Direct contact with or drop- 
let spread from patient or indirect contact with 
freshly contaminated articles. 

Incubation period: 14 to 25 days; usually about 18 
days. 

Period of communicability: During the period of 
early symptoms and at least 4 days thereafter. 

Isolation of patient: Where warranted, isolation from 
first appearance of symptoms until 5 days 
following appearance of rash. 

Quarantine of contacts: None (Girls should have 
rubella whenever possible before childbearing 
period.) 

Care of exposed susceptibles: None. 

Control measures: 


a) Immunization—Currently being developed. . 


b) Other—None. 


Meningococcal Meningitis 


Agent: The meningococcus, a bacterium. 

Source: An infected person with symptoms of respira- 
tory tract infection, septicemia or meningitis, 
or a healthy carrier. 

Mode of transmission: Most often by direct contact, 
probably by inhalation of droplets containing 
meningococci. 

Incubation period: Variable. In the majority of cases, 
3 to 7 days, with range of 1 to 10 days. 

Period of communicability: As long as meningococci 
are present in nose and throat. This period is 
greatly shortened by treatment with a sulfa 
drug, probably not exceeding 48 hours after be- 
ginning of therapy. 

Isolation of patient: Patient isolated for 48 hours af- 
ter start of sulfonamide therapy. 

Quarantine of contacts: None. 

Care of exposed susceptibles: Close observation. Sul- 
fadiazine may be prescribed by the physician. 

Control measures: 

a) Immunizations—None. 

b) Other—In an epidemic in a school or mili- 
tary establishment, it may be advisable to 
give all personnel drug prophylaxis. 


Mononucleosis (Infectious) 


Agent; Unknown, presumably a virus. 

Source: Infected persons. 

Mode of transmission: Probably by direct contact or 
droplets from nose and throat of infected per- 
sons. 

Incubation period: Thought to be 4 to 14 days. 

ee of communicability: Unknown. 

solation of patient: None. 

Quarantine of contacts: None. 

care of exposed susceptibles: None. 

ontrol Measures: 
a) Immunizations—None. 
b) Other—None. 


Mumps 
Agent: A virus. 
’ource: Saliva of infected persons. 
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Mode of transmission: Direct contact with or droplet 
spread from an infected person or indirect con- 
tact with contaminated articles of such a per- 
son. 

Incubation period: 14 to 28 days; average 18 days. 

Period of communicability: Fairly well established; 
virus may be in saliva from 1 to 6 days before 
onset of swelling or other clinical symptoms 
and may persist until glandular swelling has dis- 
appeared. Unrecognized infection occurs in 
about 40 per cent of exposed individuals. 

Isolation of patient: Until swelling is subsided. 

Quarantine of contacts: None. 

Care of exposed susceptibles: Except under unusual 
circumstances, children should be allowed to de- 
velop mumps. 

Control measures: 

a) Immunizations—Mumps virus vaccine, live. 
Recommended for children approaching 
puberty, adolescents, and adults, especially 
males, if they have not had mumps. Not 
recommended for routine use in younger 
children. 

b) Other—Concurrent disinfection of articles 
soiled with secretions of the nose and 
throat. 


Poliomyelitis 


Agent: A virus of which there are 3 distinct types, 
types 1, 2, and 3. Type 1 has most frequently 
been the cause of epidemic paralytic disease. 

Source: Feces and material from nose and throat of 
patients and carriers. Man is the only known 
natural host. 

Mode of transmission: Probably by direct intimate 
contact with patient or carrier. 

Incubation period: Usually 7-14 days, but may be less 
than 7 days. 

Period of communicability: Not known exactly, but 
presumably corresponds to the time during 
which virus is present in the throat or feces. Vi- 
rus can be found in the throat for several days 
before the onset of symptoms and for approxi- 
mately 5 days afterwards. Virus can be recov- 
ered from the feces of most patients during the 
first week of illness, becomes progressively more 
difficult to find thereafter, but may be present 
for a month or more. 

Isolation of patient: Most communities require isola- 
tion for 1 week. As noted above, the patient is 
potentially infectious for a month or more. 

Quarantine of contacts: Not feasible. i 

Care of exposed susceptibles: Should be vaccinated 
immediately. 


Control measures: à j 
a) Immunization—See previous section. 


b) Other—None practical. 


Staphylococcal Infections 
(Sties, Boils, Furuncles, 
Carbuncles, Nail Infections) 


Agent: Staphylococcus aureus, a bacterium; a few 
particular strains seem to be particularly patho- 
genic. 5 

Source: Other human beings; either carriers or per- 
sons with actual infection. : 

Mode of transmission: Person to person by direct con- 
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tact, or by articles contaminated by infected 
persons. 

Incubation period: 1 or 2 days to many weeks. A per- 
son may be a carrier for many weeks before an 
infection develops. 

Period of communicability: As long as the staphylo- 
coccus is present in the discharges of the in- 
fected person. 

Isolation of patient: Not practical except in hospitals. 

Quarantine of contacts: None. 

Care of exposed susceptibles: Adequate personal hy- 
giene, hand washing, regular change of clothing, 
etc. 

Control measures: 

a) Immunizations—None. 
b) Other—Same as care of exposed. 


Streptococcal Infections 


Agent: Hemolytic streptococci, a group of bacteria. 

Source: From infected persons or from articles con- 
taminated with hemolytic streptococci. 

Mode of transmission: Direct contact and droplet in- 
fection. 

Incubation period: 2 to 5 days. 
Period of communicability: Until recovered or for 24 
hours after beginning of antibiotic therapy. 
Isolation of patient: Unnecessary if properly treated 
with antibiotics. 

Quarantine of contacts: None. 

Care of exposed susceptibles: None recommended by 

: most health departments. However, in certain 

circumstances it may be desirable to have cul- 
tures taken of the exposed individuals, espe- 
cially intimate family and hospital contacts, and 
to treat those with positive cultures, especially 
if the original case developed nephritis. The im- 
portance of careful investigation and adequate 
treatment of any contact who has a history of 
rheumatic fever cannot be overestimated. 

Control measures: 
a) Immunizations—None. 
b) Other—None. 


Tetanus 


Agent: Clostridium Tetani, a spore-forming bacte- 
rium. 

Source: Soil, street dust, animal, or human feces; ar- 
ticles contaminated with organisms. 

Mode of transmission: Direct or indirect contamina- 
tion of an obvious or minor wound or scratch. 

Incubation period: 3 days to 3 weeks, depending on 
circumstances; average 10 days, occasionally 
longer, especially when patient has received 
partial protection from tetanus antitoxin. 

Period of communicability: None. 

Isolation of patient: None except to minimize nervous 
stimulation. 

Quarantine of contacts: None. 

Care of exposed susceptibles: None. 

Control measures: 

a) Immunization—See previous section. 

b) Other—In addition to appropriate adminis- 
tration of toxoid and/or antitoxin to a pa- 
tient with a suspicious wound, the wound 
should be cleaned by a physician. 
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Tuberculosis 


Agent: Mycobacterium tuberculosis, a bacterium. 

Source: An infected individual or articles contami- 
nated with the organism. 

Mode of transmission: Direct contact or droplet 
spread from an infected person; indirectly by 
contact with freshly contaminated articles of 
such a person. 

Incubation period: 2 to 10 weeks 

Period of communicability: Children with uncompli- 
cated primary tuberculosis are usually non- 
infectious. Children with lung cavities, reinfec- 
tion type tuberculosis, or draining sinuses are 
infectious so long as bacteria are present. 

Isolation of patient: Children with infectious compli- 
cations should be isolated until laboratory stud- 
ies are consistently negative. Care should be ex- 
ercised to prevent contamination with infected 
pus or excreta from the patient. The patient 
with infectious pulmonary disease (positive 
sputum) should wear a nose and mouth mask. 

Quarantine of contacts: None. Careful search for and 
examination (including chest x-ray) of con- 
tacts, particularly adults, should be carried out 
to determine source of the child’s infection. This 
should apply to all members of household, in- 
cluding servants, nurses, and baby sitters, as 
well as frequent visitors to the home, neighbors, 
and others, if necessary. 

Care of exposed susceptibles: Repeated physical ex- 
aminations, tuberculin tests, chest films, and ob- 
servation for a number of years. 

Control measures: z 
a) Immunization—BCG vaccine under special 

circumstances as advised by the physician. 
b) Other—Education about tuberculosis, its 
mode of spread and methods of control. 


Typhoid Fever 


Agent: Salmonella typhi, a bacterium. 

Source: Feces and urine of patients and carriers. 

Mode of transmission: Direct or indirect contact with 
patients or carriers, usually from hands. Princi- 
pal vehicles are water and food, sometimes 
milk, Flies may spread the infection. 

Incubation period: 7 to 21 days; average 14. 

Period of communicability: As long as patients or car- 
riers harbor organisms. ’ 
Isolation of patient: Required until 3 consecutive neg- 
ative stool cultures are obtained, taken at least 
24 hours apart and not earlier than 1 month af- 

ter onset. 

Quarantine of contacts: None. Family contacts should 
be excluded as food handlers until 3 successive 
negative stool and urine cultures from them 
have been obtained. 

Care of exposed susceptibles: Remove from contact 
and inoculate with typhoid vaccine if risk of re- 
peated exposure exists. Exposed food handlers 
should be excluded from work until negative 
cultures are obtained. 

Control measures: 

a) Immunization—Under special ‘ circum- 
stances as advised by your physician. 

b) Other—Proper sanitation of water, food, 
and disposal of human excretions. 
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Whooping Cough (Pertussis) 


Agent: Bordetella pertussis, a bacterium. 

Source: Discharges from the respiratory mucous 
membranes of infected persons. 

Mode of transmission: Direct contact or droplet 
spread from an infected person; indirectly by 
contact with freshly contaminated articles of 
such a person. 

Incubation period: 5 to 21 days; almost uniformly 

_ Within 10 days. 

Period of communicability: Greatest_in coughing 
stage before onset of whooping. The organism 
rarely can be found after the 4th week of the 
disease, and after 6 weeks patients may be con- 
sidered non-infectious. 

Isolation of patient: Should be isolated but not kept 
indoors for 3 weeks from onset of whooping. 

Quarantine of contacts: Non-immunized children 
should be quarantined for 14 days following 
household exposure. 

Care of exposed susceptibles: Gamma globulin for 
those under age 2 who have not been vaccinated 

a formerly against the disease. 

ontrol measures: 

a) Immunization—See previous section. 

b) Other—Concurrent disinfection of dis- 
charges from nose and throat and articles 
soiled thereby. Disinfection and thorough 
cleaning of the sickroom after the illness. 
Protection of very young infants is difficult 
since maternal antibody is not transmitted 
and the young infant’s antibody response to 
active immunization may be retarded. The 
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best protection for such young infants 
comes from avoiding household contacts 
with whooping cough, which is best assured 
by adequate immunization of all older 
brothers and sisters. 


Disease Prevention 


Most common infectious diseases of man 
are spread from person to person. When a per- 
son is infected, germs frequently are found on 
his body and clothing. Anyone who comes in 
contact with the patient or his clothing may 
carry away the germs. The patient, of course, 
may leave germs on articles he touches such as 
dishes, towels, bed clothing, or food, and a 
healthy person may pick up germs by using the 
contaminated article. Some diseases may be 
spread through the air. A sick person may re- 
lease germs by coughing or sneezing, and a 
healthy person may inhale the contaminated 
air. 

Other diseases are transferred from animals 
to man. Most of these are transmitted through 
the bites of insects such as mosquitos, ticks, 
mites, fleas, or lice. Adequate protection of the 
home from insects, particularly in areas where 
insect-borne diseases are common, is necessary 
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to prevent their transmission. Adequate knowl- 
edge of the care of household pets and the po- 
tential dangers in the spread of disease by such 
pets should be obtained from a veterinarian 
before pets are brought into the home. 

Because of the many factors which help 
cause disease, one can do many things to pre- 
vent infection in the family. As we have al- 
ready seen, natural resistance is quite impor- 
tant in disease. Therefore, one should keep his 
body as healthy as possible. Good nutrition, 
plenty of rest, fresh air, and frequent exercise 
to maintain a high degree of natural resistance 
comprise the first step in preventing illness. 

Good personal hygiene and body cleanliness 
reduce the number of germs on the body and 
clothing. Also, if one does come in contact with 
sick people, the number of germs carried away 
and the length of time you carry them may be 
reduced by frequent handwashing and bathing. 
Frequent changes of clothing with frequent 
laundering likewise reduce the number of 
germs which may eventually gain entrance to 
the body. Children should be taught at an early 
age to wash their hands with soap and water 
after using the toilet, after playing, and before 
eating and going to bed. 

Since sick persons expel many more germs 
than healthy carriers or persons only mildly ill, 
protection of the family from persons with 
known communicable disease will reduce the 
degree of the exposure. The number of germs 
entering the body is one of the factors in caus- 
ing disease. Thus, the fewer germs that enter 
the body, the less likelihood of developing ill- 
ness, or if illness does develop, the less likeli- 
hood of that illness being a severe one. If it is 
necessary to visit a person ill with a communi- 
cable disease, the shorter the visit, the fewer 
will be the number of germs encountered. 
Under such circumstances, do not touch the ill 
person, his bed, or any of his personal articles. 
Immediately upon leaving his presence, wash 
your hands thoroughly with soap and water. 

During epidemics of such common diseases 
as mumps, influenza, strep throat, or polio- 
myelitis, take care to avoid crowded, confined 
areas for long periods of time. Under such cir- 
cumstances the air, dust, and clothing become 
filled with infectious particles from the nose 
and mouth of infected individuals. Close quar- 
ters greatly increase the opportunity for spread 
of such infection. Adequate ventilation and 
fresh air go a long way to reduce and disperse 
the number of such germs. Now that the water 
of most public swimming pools is adequately 
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safeguarded, the greatest danger in summer 
sports or camping activities during epidemic 
seasons is undue fatigue, which reduces one’s 
natural resistance to infection. 

If a person in the household becomes ill, he 
should remain in bed in a room by himself, 
Contact with other household members should 
be kept at a minimum and care taken in the 
disposal of bodily excretions. In the case of 
vomitus and diarrhea, these can be disposed of 
safely in a flush toilet. If such sewage facilities 
are not available, the excretions should be 
mixed thoroughly with chloride of lime for one 
hour before disposal. Disposable paper hand- 
kerchiefs should be used for nasal secretions 
and sputum then placed in a paper bag, and 
burned at periodic intervals. Any food that the 
patient does not consume should be discarded, 
and all dishes should be washed thoroughly 
with soap and hot water. Little is to be gained 
by boiling dishes if proper cleansing procedures 
are followed. 

After the patient recovers, bed clothing and 
other washable items should be thoroughly 
laundered with soap and hot water. Here again, 
little is gained by boiling unless such clothing 
is unusually contaminated. The room and its 
contents should be thoroughly ventilated. It is 
no longer necessary to destroy valuable prop- 
erty, such as mattresses, pillows, or clothing; 
washing, dry cleaning, airing, and sunshine will 
make them safe to use again. 


The Health Department’s Role 


Communicable diseases frequently occur as 
epidemics within the community. When the 
number of cases of a disease exceeds the usual 
and expected amount, it is termed an epidemic. 
Epidemics have certain characteristics which 
may give clues to their cause. These character- 
istics include, among others, the time of year in 
which they occur, the age of the people af- 
fected, and the patterns of transmission of the 
disease. 

It is the responsibility of the local health 
department to keep adequate records of com- 
municable diseases. These records may | be 
used as a guide for community action against 
disease such as immunization campaigns, 10- 
dent control, and the like. Careful analysis 0 
such records may detect impending epidemics 
or reveal patterns which explain their continue 
occurrence. 

By law, it is the responsibility of every phy- 
sician to report cases of certain communicable 
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diseases to his local health department. It is the 
civic responsibility of every citizen to cooper- 
ate fully with his physician and health depart- 
ment in this important activity. 

If a member of your family has a communi- 
cable disease, a representative of the health 
department may telephone or visit you to ob- 
tain details of the illness. By doing so, the 
health department may better understand how 
to prevent other household members or your 
neighbors from becoming ill. At the same time, 
the representatives of the health department 
will be a ready source of information or assist- 
ance to you in helping the patient recover and 
in protecting the rest of your family, as well as 
the rest of the community. 

During epidemics, your health department, 
with the cooperation of the local medical so- 
ciety, will determine what community action, 
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if any, should be taken. Their decisions will be 
based upon the analysis of records which they 
gather from many sources. They may issue 
warnings ahead of time of an impending in- 
fluenza epidemic or the need for immunization 
of school children. They may decide to close a 
school (rarely) or a swimming pool, to begin 
mass inoculations, or they may decide not to 
interrupt normal community activities. What- 
ever the decision, the full cooperation of all 
citizens is essential. Every citizen should famil- 
iarize himself with the activities of his health 
department and should be alert for statements 
and advice which may come from it. 

The health department does not provide 
medical care for communicable disease pa- 
tients, except where they are hospitalized by 
the municipality. Medical care is the respon- 
sibility of the family and its physician. 


CHAPTER FIVE 


ANIMAL DISEASES AND HUMAN HEALTH 


SINCE TIME IMMEMORIAL, man’s search for 
fur, food, and fun has brought him into close 
contact with the lower animals, many of which 
he has domesticated. He has gained more than 
he has lost from these associations because 
animals have provided materials for clothing 
and food in the form of skins and furs and 
meat, milk, and eggs. They have done work for 
him and protected him. They have given him 
pleasure in the sports of hunting and racing. 
They have played an important role in medical 
research, Additionally, animals have served as 
friends and companions. A recent survey es- 
timated that more than 75,000,000 dogs, cats, 
parakeets, canaries, finches, and other cage 
birds, turtles, monkeys, and skunks were being 
kept as pets in American homes. Every year 
their numbers increase. 

Understandably, man has also shared many 
of the diseases that afflict these animals. Of the 
200 known communicable diseases of animals, 
the World Health Organization lists more than 
100 as being potentially communicable to man. 
These diseases which are transmitted from ani- 
mals to man and sometimes back again, are 
called zoonoses. 

Fortunately, most of them do not cause a 
great deal of human illness; some, however, do. 
People catch most of their diseases from other 
people. While the zoonoses cause but a fraction 
of the total of human illnesses, public aware- 
ness of them has increased because of medical 
and veterinary progress. Unfortunately, many 
misleading articles and news stories have ap- 
peared about the diseases we contract from 
animals. Exaggeration and the “fear” approach 
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promote readership, but often distort the facts. 

Since Americans presumably will continue 
to own pets, raise livestock, and wander 
through forests, we will probably also continue 
to have zoonoses in the United States. Control 
and eradication of these diseases depend upon 
better knowledge of the problem and upon co- 
operative efforts with agencies and professions 
dealing with the prevention, control, and treat- 
ment of these diseases. 


Significant Zoonoses 


Brucellosis (malta fever, undulant fever, or 
Bang’s disease) is one of the most common 
diseases transmitted from animals to man. In 
man it is usually a generalized infection char- 
acterized by either a sudden or slow onset. It 
may resemble the flu with such symptoms as 
headache, fatigue, chills, sweat, and loss of 
weight. The symptoms may persist for days or 
months. Repeated attacks may occur. 

People contract the disease primarily by us- 
ing unpasteurized milk and through direct con- 
tact with infected cattle, pigs, or goats. The 
disease organisms are found in the animal ex- 
cretions and secretions (milk included), and 
especially in the afterbirth and vaginal dis- 
charges. 

The germs may enter through either broken 
or unbroken skin, and through the mouth, eyes, 
and air passages. Animal products such as raw 
milk and other unpasteurized dairy products 
also serve as sources for human infection. Most 
human cases are seen among occupatio 
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groups that have contact with infected animals. 
These include farmers and their families, meat 
industry workers, veterinarians, and others 
who raise, handle, or market animals and ani- 
mal products. 

A recent report by the Public Health Service 
indicates that swine continue to be the primary 
source of brucellosis infections in packinghouse 
workers whereas cattle are the most important 
source of infection in farmers. The same report 
revealed contaminated raw milk to be the 
probable source of infection for 10% of the 
reported human cases. Human cases have 
steadily declined in the United States since 
1947, primarily through state and federal 
brucellosis eradication programs. Continued 
support of swine and cattle brucellosis eradica- 
tion programs should result in further declines. 

Pasteurization of milk and dairy products 
and wearing gloves when handling potentially 
diseased animal tissues will help control and 
prevent the disease in man. Immediate and 
proper disposal of infected fetuses and placen- 
tae is necessary. The disease will cease to occur 
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in man only when we have eliminated the dis- 
ease in animals. 

Leptospirosis (lepto, swine herder’s dis- 
ease, infectious jaundice) causes more eco- 
nomic loss in domestic animals in the United 
States than does brucellosis. The disease in 
many animals ranges from a mild “flu-like” 
form to a severe or fatal form. Animals that 
spread the disease to man are cattle, pigs, dogs, 
rats, sheep, goats, cats, skunks, foxes, mice, 
and other wildlife. The most common symptom 
seen in cattle and swine is that of abortion. 
Farm persons handling the aborted material 
including the weak or dead pigs are apt to con- 
tract the disease. 

The leptospirosis germ infects the kidneys 
and thus many infected animals continue to 
shed the germs in their urine for weeks or 
months. Many young children and adults have 
contracted the disease by swimming in farm 
ponds or slow-moving streams thus contami- 
nated. Most people who catch leptospirosis are 
livestock farmers, agricultural, packinghouse, 
fishery, sewer, and dock workers, and persons 
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who have considerable contact with damp or 
moist ground that has been contaminated by 
infected animals. 

The germs usually enter the body through 
the eyes, nose, or mouth, or through a cut or 
break in the skin. Most human cases occur in 
the warm period from July through September, 
but cases do occur in other months of the year. 

Proper diagnosis by a veterinarian of the 
condition in animals is essential. Vaccines are 
available for several of the animal species. 
Drinking water for animals and human beings 
should be protected from contamination. Peo- 
ple should not swim in water (particularly farm 
ponds) frequented by infected animals. Ro- 
dent destruction is also helpful. Workers deal- 
ing with potentially contaminated materials 
should wear boots and gloves. 

Viral Encephalitis (Eastern Encephalitis, 
St. Louis Encephalitis, Western Encephalitis) 
is most commonly called “sleeping sickness.” 
Its characteristics are fever, confusion, and 
delirium or coma. 

The three types of encephalitis are impor- 
tant mosquito-transmitted diseases seen pri- 
marily during the summer months. In the 
United States they are common infections 
among wild and domestic birds, horses, and 
occasionally mules and man. An outbreak of 
Eastern Encephalitis in an eastern state in 1959 
caused 21 human deaths. An outbreak in a 
southeastern state involved more than 176 per- 
sons of whom 19 died. Birds appear to be the 
reservoir of infection, but mosquitoes pass the 
disease from birds to man and other animals. 
Man does not get the disease from horses. Vac- 
cines are available for horses and mules, but 
similar vaccines have not been recommended 
for general use with people. Destruction of 
adult mosquitoes and larvae by sprays and the 
use of repellents is recommended. Other pre- 
ventive measures include screening of sleeping 
and living quarters and the elimination of stag- 
nant water pools where mosquitoes breed. 

Psittacosis (Ornithosis, Parrot Fever) is 
caused by a virus and is widespread among all 
types of birds, both domestic and wild. People 
catch it by inhaling the virus. Birds do not 
usually show any symptoms of the disease and 
may shed the virus in droppings and nasal dis- 
charges for weeks or months. The persons who 
most commonly catch the disease are those 
who have direct contact with such psittacine 
birds as parrots and parakeets, as well as those 
who work in or around turkey and chicken pro- 
cessing plants, pet shops, aviaries, and pigeon 
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lofts. 

The disease in man resembles pneumonia 
with fever and a headache. Regulations con- 
cerning the importation of birds, quarantine, 
and the use of medicated feeds have aided in 
reducing human cases. Pet birds should be pur- 
chased from reputable dealers. Local public 
health officials should know if particular dealers 
have had problems with this disease. The prac- 
tice of feeding pet birds from the lips should be 
avoided. When cleaning cages, care should be 
taken to avoid inhaling dried droppings and to 
wash the hands afterward. 

Q-Fever is caused by an organism that man 
contracts from infected cattle, sheep, and 
goats. Ticks may transmit the disease from an- 
imal to animal, and occasionally but rarely to 
man. Animals do not usually show symptoms. 
In man, vague symptoms with fever make di- 
agnosis difficult. 

Infected animals discharge large numbers of 
germs in birth materials. Raw milk has been 
considered a source in some instances. Man 
contracts the disease by inhaling the organism 
on dust particles contaminated by animal dis- 
charges. 

Since this organism can be airborne, persons 
not directly involved with the raising, handling, 
or slaughtering of cattle, sheep, or goats may 
contract the disease. Thus mechanics who re- 
pair the trucks that haul these animals may 
contract the disease as well as barbers who in- 
hale the organisms carried on the hair or cloth- 
ing of clients. t 

Control of the infection is difficult since it 
causes no symptoms in animals and is con- 
tracted by inhalation of the organism. Vacci- 
nation of high-risk occupational groups 1s Tec 
ommended. Proper disposal of infected animal 
tissues and pasteurization of milk will help 
reduce the disease in man, but it will not be 
eradicated until the disease is controlled in the 
animal population. . 

Rabies (Hydrophobia, Mad Rage) is an 
acute disease of the central nervous system 
caused by a virus. All warm-blooded animals 
are susceptible. The virus is transmitted to man 
by the bite of a rabid animal or, more rarely, by 
the saliva of an infected animal entering an 
open wound or scratch. Once the symptoms 
appear in man, death invariably follows. In 
terms of the number of human deaths each 
year in the United States, rabies is not of major 
concern. But in terms of anxiety for those bit- 
ten and economic losses of domestic anim 


for farmers, it is of paramount importance. The 
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animals principally involved in spreading ra- 
bies vary from region to region in the United 
States. Since 1960, more cases of rabies have 
been reported in wildlife species than in domes- 
tic farm animals, dogs, or cats. Skunks, foxes, 
bats, and raccoons are the primary wildlife vic- 
tims. Rabies continues to be widespread in the 
United States with over 4,000 cases in animals 
reported yearly. In 1960, 88 cases of bat rabies 
were reported from 18 states as compared with 
377 cases in 40 states in 1966. A total of five 
human deaths from rabies after exposure to 
bats or their bites have been documented in the 
United States since 1951. 

Rabies vaccination programs have helped 
reduce dog and cat rabies in urban areas, but 
more preventive measures are needed in rural 
areas where wildlife rabies is emerging as a 
major problem for farm families and their live- 
stock. Each year, more than 30,000 persons 
find it necessary to take the lengthy, painful, 
and expensive antirabies treatment, because 
they were bitten by a suspected or known rabid 
animal. 

Do’s and don’ts for rabies control and pre- 
vention include: 

1. If bitten by an animal, immediately wash 

the wound thoroughly and briskly with soap 
and water and then phone a physician and de- 
scribe the circumstances surrounding the bite 
incident. 
_ 2. Identify and restrain if possible the an- 
imal that did the biting. Use care if the animal 
is wild. Do not shoot the animal through the 
head, Call a veterinarian for proper evaluation 
and diagnosis of the symptoms in the animal. 
Give him your physician’s name. The veter- 
inarian will know whether to quarantine the 
animal for observation or send the brain to a 
laboratory for testing. These steps are impor- 
tant to help your physician decide whether or 
not antirabies treatment should be started. 

3. Have dogs or cats vaccinated with anti- 
rabies vaccine. Veterinarians can advise about 
types of vaccines and when they should be 
administered. 

4. In caring for sick farm animals or pets, 
take care to avoid being bitten. Children should 
be warned not to handle strange-acting or sick 
wild animals, including bats. 

_ 5. Urge adequate laws controlling stray an- 
imals and insist on their enforcement. 

6. Request additional information on rabies 
Pertinent to your locality from your local or 
State health department. Ei 

Ringworm is a disease or group of diseases 
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caused by a large number of species of fungi 
that affect the skin, hair, and nails. These in- 
fections are widespread in both man and many 
kinds of pets, domestic farm animals, and wild- 
life. The fungi grow on the skin and in the hair 
follicles. The hair often breaks and in many 
cases, the skin becomes inflamed. Exposed 
parts of the body such as the hands, face, arms, 
and neck are most commonly affected. Man 
becomes infected by direct contact with infec- 
ted animals or indirectly by contact with con- 
taminated bedding, straw, feed, horse halters 
and ropes, and animal hair in the environment. 

In urban areas, most ringworm is caught 
from infected dogs and cats. In one family that 
had recently purchased a young kitten that had 
ringworm, four cases occurred in children. The 
oldest boy was affected most because he slept 
with the pet. Infected cattle, primarily young 
calves, appear to be the major source for hu- 
man infection in rural areas. 

Regular grooming of pets allows for early 
detection of infected areas. When ringworm is 
suspected in your pet, take him to your veter- 
inarian for proper diagnosis and treatment. A 
drug called griseofulvin has been used with 
success in both man and animals. 

Salmonella infection is a term used to cover 
a large group of infections common to man and 
many types of animals and birds. They are pri- 
marily intestinal infections that cause fever, 
diarrhea, and a wide range of symptoms. The 
symptoms observed depend upon age, resist- 
ance, type and numbers of organisms con- 
sumed, and species of salmonellae. Among the 
bacteria in this group are those causing typhoid 
fever, paratyphoid fever, bacillary dysentery, 
and some food infections. Newborn animals 
and young children are the most seriously af- 
fected. Following infection, many animals re- 
main carriers of the organism for indefinite 
periods. Fowl, pigs, mice, and rats appear to 
play a major role in the spread of the orga- 
nisms via their feces. 

Many food infections are caused by salmon- 
ella germs. Almost all species of salmonella 
organisms grow rapidly in such foods as eggs, 
meat, and milk from infected animals. They 
can survive for long periods outside the animal 
body. 

Flies and other insects may carry the orga- 
nisms from animal discharges to food items. 
Since these organisms can grow in most foods, 
proper sanitation and keeping mice, rats, and 
flies out of the house are necessary. Proper 
cooking renders most foods safe. A good rule: 


Always keep hot foods hot and cold foods cold 
prior to eating. 

Trichinosis is a disease caused by eating raw 
or improperly cooked flesh of pigs or other 
meat-eating animals infected with the larvae of 
a roundworm, Trichinella spiralis. In the 
United States, pork and pork products are the 
major source of human infection. Symptoms in 
man include fever, muscle pain, sweat, chills, 
vomiting, and swollen eyelids. A midwestern 
state reported an outbreak of 18 cases among 
25 members of 10 families who had eaten un- 
cooked, homemade smoked pork sausage. 
Seven persons who ate the sausage did not be- 
come ill. Trichinosis can be avoided if pork is 
always well-cooked or properly cured before it 
is eaten. 

Tularemia (rabbit fever, deer fly fever) is 
primarily a disease of wild animals (principally 
rodents and rabbits) and some of their external 
parasites. People become infected with it by 
contact with infected animals while dressing 
them to eat. They may also contract the dis- 
ease as a result of a bite from an infected fly or 
tick that has previously fed on a tularemia- 
infected animal. 

Human cases occur in the United States dur- 
ing every month of the year, but vary by region 
because of different hunting laws, animal 
species, and insect carriers. The cases are fre- 
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quently unrecognized. A small sore occurs at 
the site of infection, followed by fever and 
symptoms mistaken for flu. 4 

Control measures involve avoidance of bites 
and drinking raw stream water, the use of rub- 
ber gloves when dressing wild game, and 
proper cooking of such game meat. 

Hunters should check with local or state 
health departments for the major sources of 
tularemia in their area. They will give ad- 
ditional information on prevention. Early di- 
agnosis and treatment by a physician 1S 
essential as this disease can be fatal without 
treatment. ; 

Round worms, a chronic and usually mild 
infection caused by the larval stage of round- 
worm parasites, is carried by dogs and cats. 
Young children who frequently eat soil con- 
taminated with infective Toxocara eggs from 
infected dogs and cats are most often infected. 

The true number of human cases each year 
is unknown because diagnosis of the disease 15 
difficult. It depends on the discovery of the eggs 
in the feces of the patient. These preventive 
measures will help: : 

© Cover children’s sandboxes when not 10 
use to avoid frequenting by cats. 

@ Remove stools of dogs and cats from areas 
where children frequently play. lk 

© Discourage eriliik from eating dirt and 
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encourage them to wash their hands after play- 
ing in the soil. 

@ Have a veterinarian test a stool specimen 
from pet dogs or cats every six months or as 
needed to determine whether the pet is infected 
or not. 

Periodic treatment by a veterinarian may 
be necessary. Do not rely on patent “shotgun” 
capsules that guarantee 100 per cent treatment 
for all types of worms. Money will be saved by 
first consulting a veterinarian. 


Tips on Pet Care 


Zoonoses will vary depending upon where 
you live, in an urban or rural area, and the pet 
involved. When a physician is consulted, he 
should be told of animal contacts in case the 
illness may be one of animal origin. 

Animal care and feeding are complex 
sciences. As a trained medical man, the veter- 
inarian has the modern techniques to help keep 
pets healthy and alive. The following tips may 
be useful for those with pets in the home. 

1. Only persons who will take good care of 
pets should own them. Proper grooming, feed- 
ing, exercise, attention, discipline, and medical 
care are “musts.” 

2. Children should be taught not to tease or 
abuse pets, especially when the pet is eating. 

_ 3. Do not break up dog fights: you risk be- 
ing bitten. 

_ 4. Place the telephone number of a veter- 
inarian (along with the fire department num- 
ber, police department number, and physician’s 
number) next to your telephone. In case of an 
emergency, the babysitter or friend who is car- 
ing for pets should know whom to call. 
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5. Keep pet medicines separated from hu- 
man medicines and keep both out of the reach 
of children. 

6. Raw milk and candy do not cause worms 
in pets and garlic is not a worm remedy. Old 
wives’ tales and “neighbor’s helpful hints” re- 
garding animal or human medical care are not 
substitutes for proper professional advice. 

7. The indiscriminate use of antibiotics or 
“patent” animal drugs can be disastrous with- 
out proper veterinary advice. Many patent 
medicine advertisements state that they will 
“check” or “control” or “relieve” a multitude 
of conditions, but words such as these can often 
be misleading and guarantee little. 

8. Many persons believe that a dog that 
scoots its rear end along the ground or over a 
floor has worms. In the majority of instances, 
the dog has impacted or full anal glands that do 
not empty properly. This condition may cause 
considerable irritation and can be relieved by 
having a veterinarian empty the glands peri- 
odically. Many pets have received needless 
worm treatments when, in fact, they have had 
full anal glands or some other condition such as 
allergic dermatitis. 

9. In addition to controlling fleas on dogs or 
cats, you must also eliminate the fleas from the 
pet’s bedding and home surroundings. Seek 
professional advice. When flea sprays or dips 
are purchased from sources other than a veter- 
inarian, read the directions carefully. Some 
products cannot be used for both dogs and cats. 

10. For additional information regarding 
public health aspects of animal diseases, con- 
sult a physician, veterinarian, public health 
nurse, local or state health department person- 
nel, or county agricultural extension director. 


CHAPTER SIX 


DISASTER HEALTH CARE 


WHEN DISASTER STRIKES, how many peo- 
ple will be its victims and whether they die or 
are crippled will depend to a great extent on 
how well the community and its homes are 
prepared to meet such emergencies. Americans 
have traditionally worked together to combat 
disasters, as families and as communities. Pio- 
neers fought hostile Indians from their wagon 
trains and from stockades. Groups of farmers 
rebuilt neighbors’ barns or houses destroyed by 
fire. The hazards of pioneer life are gone, but 
the hazards of earthquake, hurricane, flood, 
epidemics, explosions, and fire are still with us. 

Today, thermonuclear warfare is considered 
to be the ultimate type of disaster, but the local 
community stricken by storm, fire, earthquake, 
or explosion may well face almost as high cas- 
ualty rates as would the nation in case of nu- 
clear war. A village inundated by flood, with a 
loss of over 4,000 lives, is devastated as surely 
as if it were hit by a multimegaton bomb. The 
fact that a disaster is limited to a small area 
makes it no less horrifying for those who are 
within that area. 

We live in a highly centralized and very con- 
venient civilization. In the United States today 
we can obtain pure drinking water by merely 
turning on a tap and hot water by turning on 
another. Sewage disposal is seldom a problem 
because of our intricate systems of sewer pipes 
and sewage disposal plants. Electric power 
supplies us with light and often heat for cook- 
ing. It operates the sump pumps in our base- 
ments and supplies power for refrigeration and 
many other facilities which we have come to 
take for granted. We get our choice of food by 
merely going to the nearest market or by tele- 
phoning and ordering it sent to our homes. The 
telephone can also obtain for us, if necessary, 
medical care, fire and police protection, and al- 
most every other conceivable service. 

All these services make our lives easy in nor- 
mal times. The fact that we depend so greatly 
on them, however, contributes to our weakness 
in case of a large-scale disaster. What happens 
to the average community or family in a disas- 
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ter area? First of all, the electric power supply 
is impaired. Without electricity there are no 
lights, radios and television sets will no longer 
function, and refrigeration will last for only a 
short time. If the heating plant is operated elec- 
trically, it will cease to function. 

The telephone lines may well be out of op- 
eration, making it difficult to summon help 
from the fire or police department or to con- 
tact the family physician or local hospital. Even 
if they can be contacted, the condition of the 
roads and streets may make it impossible for 
them to reach you. If the grocery stores survive 
the disaster, their contents may be so damaged 
as to be unsafe to use. Food stored at home in 
refrigerators or freezers will not keep from 
spoiling for longer than a day or two. 

The water of many communities is pumped 
from a well, reservoir, or lake by electric 
pumps. If the pumping station is damaged, the 
water supply will quickly be exhausted. Or the 
disaster may damage water mains so badly that 
contamination makes the water no longer safe. 

When we stop to consider how disaster can 
disrupt the modern, overcentralized American 
urban community hit by disaster, we come to 
realize that perhaps the safest place to be in a 
disaster would be far from the city, perhaps on 
a farm. Many farms have storage places for 
food. Their water supply comes from an indi- 
vidual well and is often pumped by hand. Many 
farms have stoves that can burn wood cut 
nearby and stored at the farm house. Sewage 
disposal on the farm may be primitive, but such 
methods will continue to function long after the 
intricate city sewer system becomes useless. 

Despite this bleak picture, city dwellers can 
survive a major disaster provided they know 
some simple basic procedures to follow. 


Disease Prevention 


Disease thrives under disaster conditions. 
Prevention of disease involves sanitation, isola- 
tion, and immunization. f í 

Sanitation involves the proper disposal o 
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waste, especially human waste, and the control 
of whatever may carry disease. Disease carriers 
include rodents, house flies, roaches, mosqui- 
toes, and other insects. 

Isolation refers to the process by which the 
individual with a communicable disease is kept 
separated from healthy individuals, as nearly as 
possible, to prevent the spread of his disease. 
Isolation is not always easy under disaster con- 
ditions, but may always be carried out to a 
certain degree. The person who covers his 
mouth while coughing is practicing isolation. 

In the disruption of community facilities 
which follows a disaster, isolation becomes 
more difficult. It becomes doubly important, 
however, because infections spread more easily 
in such conditions. Thus, instruction and guid- 
ance should be sought as to how to care for a 
patient with a communicable disease with the 
least risk of infecting others. 

Immunization is the best form of preventive 
medicine. It is an especially practical step in 
preparing for disaster situations because it can 
be taken in advance. 

Those best prepared to weather limited or 
widespread disasters are the persons who have 
heeded the constantly repeated advice of medi- 
cal and public health authorities to become 
properly immunized against disease. The sub- 
ject of immunization is dealt with in Chapter 
Four of this section. 


Seeking Safety 


The home and place of employment should 
be examined in advance to decide where will be 
the safest place in case of a disaster. Whenever 
possible, this area should be distant from win- 
dows since ordinary glass presents a particular 
hazard in storms and explosions. Under most 
disaster circumstances, the safest place in a 
building will be the basement. If there is no 
basement, then the most central portion of the 
building, such as an interior corridor, will be 
the area of choice. Obviously a basement will 
provide protection only if it does not flood. In 
those disasters which involve flooding, it may 
not be possible to use any area of the house 
which is below ground level. Sump pumps can- 
not be relied upon to keep your basement dry, 
since the electric power may be nonexistent. 


Utilities 


All members of the family should know 
where to shut off the gas valves in case the di- 
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saster ruptures gas mains. Never hunt for a gas 
leak with any type of flame such as a candle or 
match. Since any disaster may cause shortcir- 
cuiting of wires within the building, everyone 
should also know where to turn off the main 
electrical switch in order to prevent fire. 

Several flashlights should always be kept in 
reserve for an emergency created by electric 
or gas failure. If these are not available or if 
they are inadequate, candles, matches, or lan- 
terns may be used only if there is definitely no 
danger of explosion. Avoid setting candles or 
lanterns near anything which can catch fire. 

If the heating system of the home is not oper- 
ating, various types of camp stoves and porta- 
ble heaters may be used. However, any heater 
which uses oil, gas, or coal should be utilized 
only if there is an abundant supply of fresh air. 
Otherwise, there is grave danger of carbon 
monoxide poisoning or suffocation. 

If the disaster occurs during the cold part 
of the year and the heating plant stops func- 
tioning, then obviously the main objective is to 
conserve body heat. This can be done by using 
heavy winter clothing or by improvising such 
clothing from materials about the house. Re- 
member again, that the use of gasoline or kero- 
sene heaters, or any type of heater which uses 
a fuel, may be dangerous unless there is enough 
air to prevent suffocation or carbon monoxide 
poisoning. Light will have to be furnished by 
either flashlights, candles, or lanterns. Occa- 
sionally a home will have a standby generator. 
This of course will solve many problems includ- 
ing that of lighting. 


Water Supply 


Water supply may be a serious problem in 
any disaster situation. The water mains may be 
damaged and the central pumping station stop 
working. Even if there is water in the mains, it 
may become contaminated. 

Many simple methods of treating water can 
make it relatively safe for drinking purposes. 
If water is boiled for at least one full minute 
after being brought to a boil, it will usually be 
safe from a bacteriological standpoint. Water 
may also be treated by adding 10 drops of ordi- 
nary household bleach to 1 gallon of water 
and allowing this to stand for 30 minutes before 
using it. An alternate method is to use 20 drops 
of U.S.P. Tincture of Iodine to 1 gallon of 


water and again allowing it to stand for 30 min- 


utes before using. 
If someone has had the foresight to store 
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water, such water will be safe for an indefinite 
period of time even though it may have a some- 
what unpleasant taste. The preferable method 
of storing water for emergencies is in tightly 
sealed plastic containers. The same containers 
in which household bleach is sold may be ideal 
for this purpose if they are plastic. The little 
residue of chlorine left in the containers will 
merely render the water that much safer. 

There are several sources of water within the 
home even after the central water supply is dis- 
rupted. The hot water heater usually holds 30 
to 40 gallons and, while this may be murky, it 
is safe to drink. The pipes of any home contain 
several gallons of water and there may be water 
in the hot water heating system. The flush tanks 
contain safe drinking water even though it may 
have some sediment in it. Canned goods, espe- 
cially fruit and fruit juices, and melted ice 
cubes are sources of fluids in an emergency. 


Sanitation 


Sewage disposal methods, if the sewers are 
not functioning, are likely to become primitive. 
Even if the sewer system should be intact, it 
may be impossible to use it because of the lack 
of water for flushing. If it is safe to go out of 
doors, sewage may be buried or burned. Other- 
wise, all sewage should be carefully disposed of 
in waxed paper or plastic bags which are tightly 
closed and then disposed of in covered metal 
cans. Powdered chlorinated lime may be added 
to this sewage to deodorize it and also to keep 
away insect pests. 

When storing materials in anticipation of 
disaster, it will be well to store some insecti- 
cides and spray guns or aerosol containers of 
insecticides. Insects thrive on disaster condi- 
tions and many are disease carriers. It is not 
safe, however, to use aerosol bombs or insect 
sprays in confined spaces. Some individuals 
will become seriously ill if they breathe these 
sprays in high concentration. Sealing food sup- 
plies and proper waste disposal are the best 
ways to control insects and rodents. 


Disaster Equipment 


The area of the home designated for shelter 
in case of disaster should also be provided with 
certain basic tools. These should include a 
shovel, ax, hammer, and saw. A crowbar may 
be useful to move debris under which someone 
is trapped. 

A transistorized radio should be on hand 
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and it is urgent that its batteries be maintained 
fresh. This radio may be the only means of 
communication with the outside world for 
hours or even days. Only through such a radio 
could one learn what the situation is elsewhere 
and what are the hazards which must be 
guarded against during the time of disaster. For 
example, a second storm may be approaching 
or citizens may be warned that the water is un- 
safe to drink. 

If the disaster situation means confinement 
in a shelter area beyond an hour, some method 
will be needed to occupy the minds of all in- 
volved, especially the children. A few simple 
games, toys, and books should be stored to 
meet this contingency. The radio, under di- 
saster circumstances, is a life-protecting instru- 
ment not to be used for entertainment. 

Because of the danger of flying pieces of 
glass, and because windows are often blown 
out during storms and explosions, it is also ad- 
visable to have pre-cut plywood or other sturdy 
material which can be fitted rapidly over a win- 
dow opening. This will serve to keep out the 
weather and will make the shelter area far 
more comfortable and safe. It might also help 
keep out radioactive particles in case of fallout 
from a distant nuclear explosion. 


Emergency Treatment 


First aid and the care of injuries were Cov- 
ered in detail in Part XI, Chapter Two. Here 
we will only review briefly a few basic princi- 
ples which you should always remember. There 
is a priority in the care of the injured. For ex- 
ample, a man may die in a few minutes if his 
breathing stops but he may die in less than a 
minute if blood is gushing from a major blood 
vessel. The priority of care of the injured 1s 
this: 

First, control major bleeding. Remember 
this applies to only large amounts of blood and 
not to slow oozing. Slow oozing may be con- 
trolled later. 

Second, restore breathing. Do this by one of 
the approved methods. Mouth to mouth respi- 
ration is the best; back pressure or arm lift is 
second best. 

Third, prevent shock and treat shock. 

Fourth, treat other injuries. 

Fifth, with rare exceptions, a patient should 
not be moved until bleeding has been stopped, 
respiration restored, and injuries treated. 

Large scale disaster may mean being cut 
off from medical supplies as well as medic 
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Heavy Bleeding 


help. For this reason, everyone should find out 
from his family doctor what medications he 
might advise keeping on hand in case of emer- 
gency. This is especially important for people 
who have chronic diseases such as heart disease 
or diabetes. An adequate supply of insulin 
must be on hand for diabetics; adequate means 
enough to last for about two months, if neces- 


sary. Oral drugs may be partial substitutes for 


insulin. The family physician can explain the 
use of these in conjunction with or in place of 
insulin. All diabetics should learn to administer 
insulin themselves since they may have to do 
this under disaster conditions. 

Heart patients should also determine what 
medications they may need. The physician is 
best equipped to advise whether such patients 


Maintain breathing 


need digitalis, nitroglycerin, or other drugs 
stored in case of disaster. He will also advise 
about how long these drugs will keep so that 
they can be replaced at proper intervals. Simi- 
larly, patients who have severe allergies should 
also consult their physician regarding storage 
of antihistamine drugs or other drugs needed 
to protect against severe reactions. 

In some instances special foods should be 
stored, especially when there are infants in 
the home. Sometimes the very elderly also re- 
quire special foods. 


Nuclear Attack 


Survival in nuclear disaster is possible, too. 
If one understands what he and his family can 
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do to protect themselves, there is an excellent 
chance that the serious effects of nuclear bomb- 
ing can be prevented or sharply decreased. 

Survival in massive enemy attack means 
that everyone must be prepared to do what is 
necessary. Such a situation calls for a maxi- 
mum civil defense effort. 

The best way to protect against radiation is 
to provide adequate shelter. By far the greatest 
number of casualties from nuclear explosions 
would be produced by radioactive fallout. This 
particular effect goes far beyond the area of 
blast and can affect people hundreds of miles 
from the target area. 

Radioactivity consists of rays from outer 
space (cosmic) and from chemicals like ra- 
dium and from x-rays. It is something with 
which we all live every day of our lives since 
this effect occurs naturally from cosmic rays 
and mineral deposits. However, the amount of 
this normal radioactivity is so low that it pro- 
duces no effects on people. 

In a nuclear explosion the very nature of the 
event causes many substances to become radio- 
active in addition to the radioactive materials 
broadcast by the bomb itself. Wherever the 
bomb touches the earth’s surface, radioactivity 
is created by the mixture of bomb products and 
earth. This material is then swept into the air 
by the pressure changes that take place. The 
material is drawn high into the atmosphere and 
is carried along by prevailing winds. Eventually 
this dust and debris settles out and falls back to 
the earth or is washed down by rain or snow. 
Where it reaches depends on the direction of 
the prevailing winds. Areas at varying distances 
from the target point could receive radioactive 
fallout. However, with the passage of time two 
things take place: 

1. There is dispersal of the particles in the 
air which decreases their concentration. 

2. The particles lose strength in a measur- 
able and predictable way, and in time become 
harmless. 

Until this decay of radioactivity occurs, peo- 
ple must be shielded against it, since living 
beings can tolerate only a limited dose and still 
survive. 

Since all the effects of a nuclear bomb are 
known and have been studied, it has been de- 
termined that shielding—as provided by shel- 
ters—will be most effective against fallout. 
Brick, earth, or concrete make the best shield- 
ing materials. 

The U.S. Civil Defense Administration has 
surveyed suitable sites for community shelters. 
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Those public buildings deemed suitable for 
shelter purposes have been clearly marked. 
Many have been stocked with emergency food 
and medical supplies sufficient for a two-week 
period. 

In many parts of the country, people will not 
be near a community shelter, or able to get to 
one. In such cases, families must prepare their 
own homes for protection. It is possible to 
construct a low-cost shelter in the basement of 
a home or in a cellar. Even if such a shelter is 
not constructed, every home has areas which 
will provide some sort of protection, and some 
protection is better than none. 

To meet this family responsibility, one can 
obtain excellent information and plans together 
with cost estimates from one’s local or state 
civil defense authorities. Since a home shelter 
must be provided with food and water, infor- 
mation on this important aspect is readily avail- 
able from the same source. 

It is conceivable that disaster may strike 
while the children are in school or parents at 
work. This, of course, would produce a situa- 
tion which would result in anxiety. However, 
community planning and preparedness will go 
a long way toward alleviating this apprehen- 
sion. It is to be expected that the schools 
will make adequate preparation for children’s 
care during school hours. Each school should 
have a designated shelter area stocked with 
food, water, and medical supplies. Under cer- 
tain conditions, particularly after an alert, it 
may be unwise to send the children home. 
Hence, parents should satisfy themselves that 
schools have a proper disaster plan and, where 
this is not so, exert necessary effort to see that 
one is promptly prepared. 

Shelter provisions must also be made at 
places of work. Most office buildings in the 
country have been surveyed and shelters desig- 
nated. These places are to be used both by the 
workers in these buildings and passers-by 10 
the event of an alert. Many factories have ma ie 
provision for protecting their employees. This 
program should be adopted by every business 
establishment in the nation. 

In the event of an alert, one should go to the 
nearest protective area. Running about am- 
lessly or trying to get home will, for obvious 
reasons, be extremely dangerous. If we plan 
well to take care of others, then we and our 
families must benefit from such preparedness. 
Children should be informed as to the prep? 
rations which are being made for them in case 
of emergency. 
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Another major effect of a nuclear bomb is 
that caused by the blast itself. It is known that 
in an area five miles around the point of explo- 
sion, most buildings would be destroyed. As 
one goes farther from this point the severity of 
destruction would decrease. Shelters would 
provide a degree of protection, not in the im- 
mediate vicinity of the explosion, but gradually 
as the distance from the center increases. Much 
experience was gained from a study of air raid 
shelter effectiveness in World War II that can 
be applied to the present. 

Another effect is that produced by heat. This 
can create severe burns on the bare skin of peo- 
ple in the open for a distance of up to 18 miles. 
This suggests another important function of a 
shelter, if adequate warning is received of an 
impending attack. 


Community Planning 


Every community should have a civil de- 
fense plan and organization. This can be used 
not only for nuclear attack, but also for any 
other kind of disaster. In many communities 
in the country this has had to be used to aug- 
ment the community’s resources in emergen- 
cies such as floods. 

In planning for civil defense one cannot 
know in advance whether his area will be af- 
fected or whether it will be a neighboring com- 
munity that needs assistance. If we are all pre- 
pared to help each other, then we are prepared 
to help ourselves. 

From a disaster medical care standpoint, it 
is essential that plans be developed to provide 
care after an attack has happened and a period 
of rebuilding sets in. It is necessary to take care 
of the injured so they may be restored to health 
and help restore the community and their 
homes. This is a responsibility of the uninjured 
survivors, not only in a given area, but in the 
entire country. 

Only communitywide planning can accom- 
plish this. If hospitals are destroyed, other 
facilities must be provided. This is to be done 
in part by using the Packaged Disaster Hos- 
pitals of which the federal government has 
about 2600 distributed in the United States, In 
addition hospitals in unaffected areas will need 
to expand. Medical supplies are not only stored 
in underground reserves but supplies are being 
added to individual existing hospital stockroom 
reserves. Medical facilities can be improvised 
where the emergency sites and supplies have 
been destroyed. 
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There will not be enough physicians to give 
needed care since many of them could be casu- 
alties. Therefore, it is necessary that members 
of the allied health professions maintain top 
proficiency in their skills so as to, insofar as 
possible, enable the physician to devote himself 
to the more difficult and complex treatments 
required. The role of allied health personnel 
and their effectiveness in emergency medical 
care is covered in the AMA-PHS publication, 
“The Role of Medicine for Emergency Pre- 
paredness.” 

In addition to these, there is need for a great 
number of people to assist in the operation of 
the hospital system in every department from 
the supply room to the operating room. Fur- 
ther, people are required to rescue injured per- 
sons and to act as litter bearers, ambulance 
drivers, and members of first-aid teams. All of 
these people require training to carry out their 
jobs. Such training courses have been devel- 
oped and are available. These are in addition 
to the Medical Self Help Training which pro- 
vides an excellent base. 

The average community has delegated re- 
sponsibility for civil defense to specific persons 
from whom information can be obtained about 
these courses and other matters. Medical soci- 
eties are actively cooperating in these pro- 
grams, and may be consulted for information. 
There is usually an Office of Civil Defense with 
a director to plan for the community’s needs. 
This stems in a direct line from the Department 
of Defense (Army) which has the federal re- 
sponsibility, delegated by the President and the 
Congress. In turn, each state, through its gov- 
ernor and legislature, has the responsibility of 
preparing for its role in protecting its inhabi- 
tants. The counties and cities in turn carry out 
preparedness functions within their area. In 
those communities where little has been done, 
public interest will result in increased activity. 

From a medical standpoint, health matters 
have been assigned to the United States Public 
Health Service by the President. State medical 
societies, with the guidance and assistance © 
the American Medical Association, have been 
developing plans for the care of people. At the 
local level, county medical societies have un- 
dertaken voluntarily to work with local civil 
defense authorities in planning for medic 
care. All of the allied health professional groups 
are engaged in working with medical societies 
in this vitally important area. all 

Information can be obtained from sever 
sources. Within the community the local office 
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of civil defense will be able to provide booklets 
on many subjects as well as to answer questions. 
The local health department and the county 
medical society will be able to provide health 
information. Of course, the U.S. Government 
Printing Office, Washington, D.C. 20402 can 
provide material on any phase of civil defense. 

Many people are required to make good civil 
defense functional. People can volunteer in 
their communities by applying to their civil de- 
fense office, the health department and, in 
many places, the local medical society. Where 
necessary, residents should urge the commu- 
nity to present proper instruction on these vital 
subjects. 


Medical Care 


The threat of a large-scale enemy attack 
makes it necessary to know about environmen- 
tal and personal health matters, as well as the 
care of the sick and injured. Under conditions 
which will require people to live in close quar- 
ters with limited facilities and food, disease is 
more than likely to develop. This can be com- 
bated by careful attention to common sense 
measures which everyone can learn. 

People in a shelter can suffer the same ill- 
nesses that they might under usual living condi- 
tions. For example, one can have a cold, an 
asthma attack, stomach upset, hernia, eye irri- 
tation, or heart emergency. Some people will 
have been ill with chronic conditions prior to 
entering a shelter. Childbirth or miscarriage 
can take place. Many people will have been in- 
jured during the bombing. Some will be in shel- 
ters; others will be rescued later. The early care 
of such injuries is important if these lives are to 
be saved. 

Often, no physician or other professionally 
trained person will be available. Thus, it is es- 
sential that at least one member of each family 
know about these matters. Such knowledge 
can be obtained from the Medical Self Help 
Program developed by the United States Public 
Health Service with the active cooperation of 
the American Medical Association. 

Medical Self Help is a training program 
which can be taught to everyone who will at- 
tend a total of 16 hours of very interesting in- 
struction. It does not necessarily require only 
professional people to teach it. Its main empha- 
sis is on a people-to-people approach. It pro- 
vides knowledge and some skills in treating in- 
juries and caring for the sick in case of nuclear 
attack or other disaster situations such as a 


flood or hurricane. 

There have been many instances where peo- 
ple who have had this course have used the 
knowledge to save life. For example, a father 
saved the life of his son by knowing how to stop 
bleeding when the child poked his arm through 
a storm door, sending a glass splinter deep into 
his chest. 

A mother found her two-year old son uncon- 
scious, still clutching a hairpin inserted in an 
electrical outlet. The mouth-to-mouth breath- 
ing she learned in medical self-help training en- 
abled this mother to restore her child’s breath- 
ing to normal. 

There are other first-aid courses one can 
take, notably that given by the American Red 
Cross. This covers many of the things con- 
tained in medical self-help. Those which are 
not given can be added to the Red Cross course 
as a supplement which will then qualify the 
student for a Medical Self Help Certificate. 

In facing the reality that so long as weapons 
of terrible potential exist they may be used, it 
is emphasized that much can be done to pro- 
vide for healthful living during the period after 
disaster. Granted, it will not be that to which 
we are now accustomed. But it will be enough 
for survival. And the most important thing is 
survival. All of this can be accomplished by 
prudent planning, by participating in training, 
and by an attitude of confidence. 
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CHAPTER ONE 


MEDICAL PROGRESS 


MEDICAL HISTORY is a fascinating topic for 
study as a hobby. Along with the kings, war- 
riors, and revolutionists who made history, the 
physicians were always close to the throne. 
Many took an active part in the making of his- 
tory, entirely aside from their functions as phy- 
sicians. Five doctors signed our Declaration of 
Independence. 

Medical history goes back as far as 7,000 
years before Christ, beginning with the dawn of 
the Sumerian, Egyptian, and Minoan civiliza- 
tions. About 3,000 to 2,500 years before Christ 
came the age of the pyramid builders; surgical 
operations are depicted on these tombs of the 
Pharoahs. Set down in about 2,040 B.c., the 
Babylonian Code of Hammurabi contains one 
of the earliest statements of medical ethics and 
doctor-patient relationships. 

The millenium of 2000 to 1000 B.c. pro- 
duced some of the oldest of medical docu- 
ments. These are mainly lists of prescriptions 
and descriptions of treatments of disease, such 
as the Ebers papyrus and the Berlin papyrus. 
The first Olympic games were held in Greece 
during this period and there was a beginning of 
medicine in the Brahmin culture of Asiatic 
India. The ancient Chinese practiced massage 
and the puncturing of the body with needles 
for the curing of disease. 

A date well-known in medicine is 460 B.c. 
when Hippocrates, the legendary father of 
medicine, was born. Physicians still live by the 
principles of the Hippocratic oath. They have 
found that many of the so-called aphorisms of 
Hippocrates, which were descriptions of dis- 
eases and other statements of medical facts as 
he saw them, still hold true. 
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° Athens suffered a great plague epidemic in 
about 400 B.C., and a little later Alexander the 
Great looked out from his throne and found no 
more worlds to conquer, but was himself soon 
overcome by what is believed to have been a 
combination of gall bladder disease and ma- 
laria. 

This is only one of the many epidemics that 
pepper medical history. There was one. at 
Orosius in 125 B.C., one at Antoninus, which 
lasted for 16 years, ending in 180 B.C., and 
another at Cyprian, which lasted 15 years, end- 
ing in 266 B.C. n 

In the Christian era, we find descriptions 
of great plagues following the eruption of 
Vesuvius in A.D. 78, as might be expected, 
because floods and earthquakes today still dis- 
rupt health facilities. At this time hospitals be- 
gan to be erected, such as the one of St. Basil at 
Caesarea by Justinian and the plague hospital 
at Edessa in the fourth century. In the sixth 
century we find the first use of the word “vari- 
ola,” the modern term for smallpox, by the 
Bishop of Avenches, and a description of a 
smallpox epidemic by Gregory of Tours at that 
place. Late in this century occurred the famous 
epidemic of St. Anthony’s fire in France, which 
was due to ergot (a fungus) poisoning. 


Medical Historical Highlights 


1214: The Italian City of Bologna first ap- 
pointed a city physician, a forerunner of 
modern public health officer. A medical schoo! 
was founded at Salerno by Frederick Il. _ 

1250: The first description of scurvy 12 the 
troops of Louis IX at the siege of Cairo. 
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1266: First use and teaching of the anti- 
septic treatment of wounds by Theodore de 
Rico Borgognoni. 

1348-1350: Great epidemic of Black Death 
(bubonic plague) swept over Europe. 

1409-1410: “Insane asylums” established 
at Seville, Spain, and Padua, Italy. 

1472: The first treatise on pediatrics was 
published. 

1473: The first dictionary of medical terms 
was published. 

1486: The “sweating sickness” (probably 
tuberculosis) broke out in England. 

1500: The first authenticated caesarean 
section was performed on a living subject 
(Julius Caesar’s manner of birth is legend). 

1510: A worldwide epidemic of influenza 
occurred. 

1515: First public dissection of human cad- 
aver; created a tremendous ethical and reli- 
gious controversy. 

1518: Nuremberg, Germany, first regulated 
the sale of foods. 
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1530: Fracastorius wrote a poem from 
which was derived the name of the disease 
syphilis. Sarsaparilla was introduced to Europe 
from America as a drug and a flavoring. 

1545: The first apothecary (drug) shop 
established in London. Ambroise Paré revo- 
lutionized the treatment of gunshot wounds and 
made numerous other contributions to sur- 
gery in succeeding years. He introduced the 
use of artificial eyes. 

1547: Establishment of the famous London 
mental hospital St. Mary of Bethlehem, com- 
monly known as “Bedlam.” 

1550: Paré introduced “version,” the 
method of turning the unborn child to facilitate 
birth; he also demonstrated the reimplantation 
of teeth and pioneered in the surgical specialty 
of orthopedics. 

1565: Tobacco was introduced into Eng- 
land by Sir Walter Raleigh and into France by 
John Nicolle. 

1583-1600: An epidemic of diphtheria 
raged in Spain. 
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1590: The compound microscope was in- 
vented by the two Dutch scientists, Hans and 
Zacharias Jensen. 

1597: A treatise on plastic surgery was 
published. 

1628: William Harvey published his re- 
searches on the circulation of the blood. 

1633: The first book on emergency first-aid 
was published. 

1640: Local anesthesia was first produced 
by using ice and snow. 

1643: Malpighi in Italy demonstrated the 
blood capillaries, the only item missing from 
Harvey’s description of the circulation of the 
blood. 

1665: The first transfusion of blood from 
one dog to another. 

1667: The first transfusion of blood per- 
formed on man. 

1668: The importance of oxygen for com- 
bustion and respiration was first recognized. 

1669: First discovery that blood takes up 
oxygen in the lungs. 

1670: A physician first discovered the 
sweet taste in diabetic urine. 

1675: Van Leeuwenhoek first observed 
“little animals” in drops of water under the 
microscope. 
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1683: Sydenham published the first treatise 
on gout. 

1689: Van Leeuwenhoek discovered “rods” 
in the retina of the eye, and the finer anatomy 
of the cornea. 

1690: The pulse was first counted by a 
watch. Yellow fever broke out in Boston. 

1699: Massachusetts enacted a law for the 
control of communicable diseases. 

1710: The first operation for an arterial 
aneurysm was performed. The muscles in the 
larynx were first demonstrated. The tuning fork 
was invented; later used as a diagnostic tool. 

1717-1718: Inoculation by the Asiatic 
method (not vaccination) was first introduced 
into Europe for preventing smallpox. 

1726: Stephen Hales demonstrated the 
mechanism of blood pressure. 

1733: Hales produced artificial dropsy by 
injecting water into veins. 

1739: A chair of midwifery (obstetrics) 
was established in the University of Edinburgh. 

1746: Malocclusion (irregular teeth) and 
pyorthea were first recognized. 

1749: Patients with chest diseases, later 
identified as tuberculosis, were first sent to the 
mountains for treatment. 
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1760: Medical practice was first regulated 
by law in New York City. 

1770: King’s College, Long Island, granted 
the first medical degree in the U.S. The State of 
Pennsylvania established the first quarantine 
act in America. A smallpox epidemic began 
which killed over 3,000,000 people in the East 
Indies, 

1775-1800: Witnessed a succession of 
chemical discoveries: oxygen by Lavoisier; 
ammonia by Priestley; chlorine by Sheeley, and 
numerous others. 

1776: First recognition that nerve fibers 
when cut will grow out if the cell is not injured. 
William Withering learned of dropsy “cures” 
by tea made from the leaves of foxglove (digi- 
talis) and established its value as a drug in 
heart diseases. 

1780: Benjamin Franklin invented bifocal 
Spectacles. 

1796; Edward Jenner vaccinated Edward 
Phipps with cowpox and succeeded in pre- 
venting smallpox. 

1800: Smallpox vaccination introduced in- 
to America by Dr. Benjamin Waterhouse. 

1809: Dr, Ephraim McDowell performed, 
and Jane Todd Crawford endured without an- 
esthetic, the first removal of an ovarian tumor. 
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1817: Parkinson described the nervous dis- 
ease now known by his name. 

1823: Fingerprints were first described. 

1833: Dr. William Beaumont took advan- 
tage of an unhealed gunshot wound which ex- 
posed the interior of the stomach to make fun- 
damental contributions to the knowledge of 
digestion. 

71840: Infantile paralysis and toxic goiter 
were first described. 

1842: Crawford W. Long first used ether as 
an anesthetic but failed to report his discovery 
until 1846. 

1846: Oliver Wendell Holmes pointed out 
the contagiousness of childbed fever. Morton, 
Jackson, and Wells made their contributions 
to the discovery of general anesthesia. Oliver 
Wendell Holmes coined the name for anes- 
thesia. Claude Bernard discovered the diges- 
tive functions of the pancreas. Stokes described 
heart block for the first time. 

1847: Semmelweiss in Vienna demonstra- 
ted clinically the contagiousness of childbed 
fever and reduced its mortality. 

1850: Helmholtz measured the speed of the 
nerve impulse. 

1859: Darwin published his controversial 
Origin of Species. 

1860: Méniére described the combination 
of dizziness, deafness, and ear noises called by 
his name. 

1865: Gregor Mendel published his report 
on hybridization of plants which has become 
the basis of our knowledge of genetics. 

1867: Joseph Lister introduced antiseptic 
surgery. Helmholtz published important re- 
search on physiology of the eye. 

1869: Virchow in Vienna proposed medi- 
cal inspections of schools. 

1870: Research begun in bacteriology in- 
cluding such discoveries as those by Pasteur in 
rabies, anthrax, silkworm, and wine fermenta- 
tion problems, pasteurization as a sterilizing 
process, and many others; Koch’s work in tu- 
berculosis; von Behring’s discoveries relating 
to diphtheria; Neisser’s identification of the 
gonococcus, Eberth’s researches in typhoid 
fever; and many, many others. 

1884: Crédé introduced the instillation of 
silver nitrate into the eyes of the newborn to 
prevent gonorrheal infection. 

1889: Von Mering and Minkowski pro- 
duced experimental diabetes in dogs. Von 
Behring discovered antitoxins of diphtheria 
and of tetanus. 

1890: Von Behring treated diphtheria with 
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antitoxin. Robert Koch introduced tuberculin 
for treating tuberculosis. 

1894: Kitasato and Yersin discovered the 
bacillus of bubonic plague. 

1895; Roentgen discovered the x-ray. The 
Nobel prizes were instituted. 

1897: Sir Ronald Ross in India traced the 
spread of malaria to the Anopheles mosquito. 

1898: Radium was discovered by Piérre 
and Marie Curie. 

1899: Reed, Carroll, Lazear, and Agra- 
monte discovered the mosquito which spreads 
yellow fever. 

1905: Schaudinn discovered the spirillum 
which causes syphilis. 

1918-1919: The great worldwide epidemic, 
known as Spanish influenza. 

1922-1923: Banting, Best, and McCleod 
discovered insulin to be effective in the treat- 
ment of diabetes. 

1924: Whipple, Minot, and Murphy dis- 
covered a principle contained in liver which 
would hold pernicious anemia in check. Willem 
Einthoven developed the electrocardiograph. 

1928: Fleming and Florey discovered pen- 
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icillin. Charles Nicolle published new informa- 
tion on typhus fever. 

1929: Hopkins discovered growth-promo- 
ting vitamins. Eijkman discovered the anti- 
neuritic group of vitamins. 

1930: Landsteiner developed a method for 
human blood grouping. 

1932: Liebor pioneered the development of 
hearing aids. Adrian and Sherrington explained 
the function of the nerve fibre. 

1933: Thomas Hunt Morgan described the 
hereditary functions of the chromosomes in the 
cell nucleus. 

1939: Gerhard Domagk showed the anti- 
bacterial effect of a dye called prontosilate, 
which became the basis for the revolutionary 
sulfa drugs for fighting infections. 

1940: Chevalier Jackson invented the bron- 
choscope, a device for inspecting the bronchi. 


Progress In Recent Years 


As we approach closer to the present day, it 
is more difficult to fix a discovery to a given 
date. Scientific research is carried on in many 
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quarters, and many persons contribute to pro- 
gress. Discoveries which seem important today 
may be forgotten tomorrow, as were many in 
more remote times. The best we can do with 
the modern medical picture is to summarize in 
a general way the progress which is going for- 
ward at an accelerated tempo. 

Culminating in the 1940’s were the fruits of 
decades of research by Ludwig Hektoen in 
bacteriology, parasitology, immunology, and 
cancer, Further light was shed on vitamins by 
Hendrik Dam and Edward Doisy. Joslin and 
his associates, Woodyatt, and others advanced 
and refined the treatment of diabetes. Minot 
contributed further progress against pernicious 
anemia. Hench, Kendall, and Reichstein in- 
troduced cortisone and ACTH into the treat- 
ment of arthritis. Graham, Ochsner, and others 
advanced the surgery of the chest, especially 
the lungs. 

Heart surgery was born as a specialty, ad- 
vanced by Beck, Blalock, Taussig, Potts, 
Matas, and numerous others. Nonsurgical 


heart therapy was advanced by Herrick, Paul 
White, and others. Electrical timers for the 
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heart were used with success. New heart valves 
were implanted, and artificial arteries of 
synthetic materials replaced damaged vessels. 
Aneurysms, sacs formed by the dilatation of 
the walls of an artery or a vein, were success- 
fully treated by surgery. 

The 1950’s saw the development and use of 
polio vaccines, oral and by injection. Progress 
against viruses is credited to Enders, Salk, and 
Sabin, and numerous other contributors. 
Spinal anesthesia was introduced into the 
United States by Wayne Babcock, and a varia- 
tion of the same, caudal anesthesia, was used 
in obstetrics. DNA, an important acid found in 
cell nuclei, was first discovered and then 
chemically manufactured. The heart-lung ma- 
chine was invented. A few kidney transplants 
were successful enough to offer hope for more 
in the future. X-ray treatment has been helpful 
in conditioning the recipient's tissues to be 
more receptive to the transplanted tissues and 
organs. 

In at least one case a severed arm was sewn 
back on and functioned fairly well. 

Methods have been devised to detect allergy 
to penicillin before giving the drug. Many mod- 
ifications of the cortico-steroids (ACTH and 
cortisone) have widened their usefulness by 
reducing side-effects. 

Cancer controls have been improved by 
hormone treatment, earlier discovery, more ad- 
vanced surgery, use of lowered temperatures, 
and such preventive measures as smear tests, 
biopsies, and periodic examinations. Limited 
success with drugs against cancer gives hope 
for the future. 

Leukemia patients survive longer and longer 
through more effective drug therapy. 

Relationship of drugs given the expectant 
mother to deformities in the infant are better 
understood as a result of the thalidomide ex- 

erience. Oral contraceptive pills command 
wide interest. 

The part played by overeating, too much 
smoking, and too little exercise in heart and 
blood vessel diseases gains increasing recogni- 
tion among researchers. 

The thymus gland, long considered unim- 
portant, is now being studied in connection 
with white blood cells. 

Numerous advances are being made in 
understanding nervous diseases and mental 
health; PKU disease of infants in relation to re- 
tardation, and its dietary control; relationship 
of chromosomes to mongolism; development of 
a drug called Dopa for treatment of Parkinson- 
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ism; newer methods in group handling of 
mental patients; and an encouraging note, a 
steady decline in the mental hospital patient 
population. 

Orthopedic surgery has helped victims of 
arthritis by straightening deformed fingers, 
loosening joints or stiffening them, and restor- 
ing the function of the hand through making 
thumb-and-finger function possible again. 

Newer operations on the ear include fenes- 
tration—reopening the window into the inner 
ear when it is closed by bony growth, and free- 
ing the chain of little bones in the ear to vibrate 
more normally when they have been fused by 
disease. Méniére’s disease is being attacked 
by surgery of the nerve of hearing and by at- 
tempting to reduce pressure on the internal 
ear’s organ of balance, the labyrinth. These 
delicate operations are made possible through 
the development of surgery under magnifica- 
tion. Efforts are under way to develop a trans- 
istor radio which can be implanted in the mid- 
dle ear. 

The nation’s public health record is marked 
by a continued high level of health and freedom 
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from major epidemics. New attacks are being 
made on air pollution, and an alert watch is 
kept on evidence of nuclear fallout. The 
American Medical Association has created a 
Department of Environmental Medicine and is 
also active in all public health programs, espe- 
cially immunizations against smallpox, polio, 
tetanus, and measles. 

Medical schools, where the doctors who will 
care for the people in the years to come are ed- 
ucated, are under constant study with regard 
to their programs of undergraduate and post- 
graduate study, their contributions to research, 
and the problem of holding medical costs to a 
minimum consistent with adequate service. 
Similar consideration is being given to intern, 
residency, and advanced postgraduate study, 
to certification of specialists, and to maintain- 
ing the supply of general practitioners. 

Similar attention is focused upon hospitals 
and their services and upon nursing homes. A 
commission has been created jointly by the 
American Medical Association, the American 
Nursing Home Association, and the American 
Hospital Association to deal with standards, 
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Instruments such as this electron microscope are helping medical scientists push research into important areas. 
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accreditation, and licensing of nursing homes. 
Hospitals are experimenting with gradations of 
medical and nursing care, providing intensive 
service for the seriously ill and gradually with- 
drawing services until the convalescents take 
care of themselves, thus cutting hospital costs 
and overcoming personnel shortages. Varieties 
of experimentation in such procedures are 
made possible by the private enterprise system, 
in cooperation with government. 

The great strides made in health and hos- 
pitalization insurance, including coverage for 
the aging and for all with long-term (castas- 
trophic) illness, is discussed fully in Part VIII, 
Chapter Five. 

In terms of modern communication and 
transportation, the world is a shrinking globe. 
Events far removed in distance come closer and 
closer to us in time. A traveler can now touch 
four continents in one day by jet airplane, and 
in so doing can spread disease if he happens to 
be infected. World health and the organizations 
by which it is maintained therefore become of 
interest to every home. There is continuous 
activity the world around by the World Health 
Organization and in the western hemisphere by 
the Pan American Health Organization. These 
endeavor to control epidemic disease and to 
assist populations in less favored portions of 
the world to improve their general health and 
well-being. Since all of these factors influence 
international relationships and world peace, 
they are of vital interest to every American, 
and it is worthwhile, if not essential, to keep as 
well-informed as possible about health condi- 
tions in all parts of the world. Those who travel 
abroad are particularly interested in a personal 
way. 

_ Medical progress has been compared to an 
iceberg, only a small fraction of which shows 
above the surface. A medical discovery cred- 
ited to one individual is often the combined 
work of many who may never receive the credit 
to which they are entitled. An apparently small 
discovery may be the key to tremendous de- 
velopments. For example, the modern vaccines 
which are weakened so that they produce im- 
munity without producing disease are the re- 
sult of an incident in Pasteur’s laboratory in 
Paris. He developed a culture of bacteria for 
use in the study of a disease of chickens. He 
was distracted from the experiment and the cul- 
ture stood around in the laboratory for some 
time. When he got back to the experiment and 
tried to use this old culture, which should have 
infected the experimental birds with disease, it 
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was found that nothing whatever happened. 
When a new culture was used, the birds did 
not become ill. These observations might have 
passed unnoticed, except for Pasteur’s active, 
keen, and suspicious mind. He immediately 
began to wonder what happened to the culture 
that stood around and what, if anything, that 
culture did to the birds that they failed to be- 
come ill from the later injection? 

Putting two and two together, he arrived at 
the conclusion that the first culture had grown 
weak through aging and that, although weak- 
ened, it might still have the ability to protect. 
Further experiments instituted to prove the 
point were the beginning of aging or otherwise 
weakening bacterial cultures to create immu- 
nizing agents. 

In a similar fashion, penicillin was discov- 
ered because it was noticed that bacterial cul- 
tures sometimes failed to grow as expected but 
developed other types of growths. Examination 
of these under the microscope disclosed a well- 
known mold, the penicillium or ordinary bread 
mold. The secretion or product of penicillium 
produced an inhibiting effect on the growth of 
bacteria. This led to its clinical application. It 
was appropriately named penicillin. 

Medical science as it exists today is not the 
result of chance. It is the outcome of centuries 
of progress, of innumerable hours of tedious, 
laborious work by devoted individuals with in- 
tense scientific curiosity. A knowledge of how 
medical science has developed should put at 
rest forever any feelings of confidence in the 
cults which have sprung up all along the way, 
each promoting without scientific support a 
theory for the cause and cure of disease, with- 
out going to the trouble of finding the facts. 
Anyone who has a faint concept of medical 
history will always want to know what and who 
are behind new discoveries, how they have 
been tested, how safe and how effective they 
are, and how reliable are the sources from 
which they spring. 

Another fact about medical history is that 
it is never still. In a book which is printed and 
bound in a permanent form like this guide, 
there can be no up-to-date record of medical 
progress. This you will have to find in the daily 

ress and other mass communications media, 
and you will have to learn how to interpret this 
news so that you will not be misled by prema- 
ture publicity or overoptimistic estimates. The 
AMA magazine Today's Health, published 
monthly, is a reliable and interesting guide. 

In reading scientific news of progress, it is 
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Operations performed today, such as this organ transplant, were hardly more than dreamed of fifty years ago. 


important first to remember that headlines are 
not written by the writer of the article. Fur- 
thermore, they are limited by the available 
space and therefore are often not truly repre- 
sentative of the actual contents of the article. 
Another important caution is to read all of an 
article, and to note carefully the qualifying fac- 
tors. Many an advance is reported with the 
comment that this opens the way to new re- 
search. Some readers immediately interpret 
this statement to be a claim that the problem is 
solved, Medical research means gaining a little 
here and alittle there and ultimately putting all 
the parts together. 

Before becoming over optimistic about what 
looks like a tremendous medical advance, it is 
well to check it with your family physician or 
with an authoritative source like your local 
medical society, the American Medical Associ- 
ation, your state or local health department, a 


medical school in a nearby college or univer- 
sity, or a scientific organization devoted to re- 
search, such as the Public Health Service, or 
the various voluntary agencies. Becoming i 
miliar with quackery and the methods 0 
quacks and cultists will also be helpful (Part 
VHI, Chapter Four.) 


What of the Future? 


It would require a high degree of boldness n 
attempt any specific forecasts of health an 
medical progress in the future. In a space age, 
when even the incredible is happening oe 
day, one need not be too much surprised a 
anything. In general terms, here are some Tea 
sonable expectations: 

il More. people will live longer, and there 
may be some extension of the upper limits. H! 

2. Older people will live better and mo 
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comfortably through constantly improving 
medical care. 

3. Improvements and refinements in medi- 
cal techniques will continue in the principal 
areas—diagnosis, medical treatment, surgery, 
the specialties, preventive medicine, and public 
health. 

4. There will be continuous and acceler- 
ated use of electronics and other advanced 
techniques in improving medical methods. 

5. Better understanding of heredity will 
follow cell and chromosome research. 

6. Handling of nervous and mental dis- 
eases will improve. 

7. Better understanding of handicaps and 
rehabilitation will occur. 

8. More intelligent use of family planning 
seems inevitable. 

9. Better control of the chronic diseases 
will come through long-range preventive meth- 
ods, earlier recognition, more healthful pat- 
terns of living, and more widespread practice 
of preventive medicine. 

10. Health education programs will be ex- 
panded for all ages. 

11. Hospital, nursing home, out-patient, 
home, and office treatment of patients will be 
more effectively coordinated. 

12. Health and hospital insurance coverage 
will expand until it provides for all major ill- 
Ness costs. 

13. There will be relaxation of rigid age- 
retirement regulations and a broader policy of 
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more gradual retirement for qualified persons. 

14. Greater subtlety will emerge in medical 
quackery, demanding better information and 
greater discrimination on the part of the user. 

15. Pressures will continue to involve gov- 
ernment more deeply in local public health and 
medical affairs; and so will continued resistance 
on the part of the medical profession, in the 
best interests of the patient, except where gov- 
ernment plainly has a proper role. 

16. Continued increase may be expected in 
the costs of medical care as knowledge in- 
creases; greater values in medical services will 
more than offset costs. 

17. Greater needs will develop for qualified 
young men and women to enter the healing 
professions with a service motivation. 

18. Better and more widespread under- 
standing of mental and emotional influences on 
individual health is imminent. 

19. Better knowledge of child growth, de- 
velopment, and psychology will help in child 
rearing and guidance. 

20. Better understanding and use of safety 
principles and practices must be achieved to 
offset the growing importance of accidents as 
causes of death and disability. 

Progress will come only with mutual under- 
standing and cooperation between professional 
groups such as doctors, nurses; and related 
health groups on the one hand, and the patients 
on the other. In this cooperation, the home and 
family group play a vital part. 


CHAPTER Two 


SOURCES OF HEALTH INFORMATION 


Being alert to health advances that might 
help their family’s health is a responsibility that 
most parents willingly accept, when they recog- 
nize its importance. For example, a new vac- 
cine has recently proved to be effective against 
measles. This vaccine can soon bring an end to 
a serious disease from which almost all children 
have suffered and some have even died. Wiping 
out measles, however, depends on how alert 
parents are to the availability of the vaccine and 
whether they obtain its benefits for their chil- 
dren. 

A new type of oral immunization against 
polio was announced in 1963 which called for 
fewer more easily administered doses than the 
earlier vaccine, and afforded protection against 
all three types of the disease. Yet, many young 
children still remain unprotected against polio. 
Because the threat of epidemics of paralytic 
polio has declined, some parents have become 
complacent. As a result, new outbreaks of the 
disease have occurred. No parent can afford to 
be complacent about protecting his family’s 
health. Parents must keep abreast of new pro- 
tective procedures, understand the need for 
periodic strengthening or “booster” immuniza- 
tions and keep a proper record of this protec- 
tion for all family members so that immuniza- 
tions can be kept up to date. 

The above examples illustrate the import- 
ance of reliable sources of health information 
for the family. They also point-up the value of 
a health record in which the facts about family 
health can be recorded. 

Health progress is so rapid today that know- 
ing where sound health information can be ob- 
tained is invaluable. This is particularly true 
because of the vast amount of misinterpreta- 
tion and misrepresentation that exists concern- 
ing health products and services. 


Family Doctor Best Source 


Your personal physician is your primary 
source of health information because he can fit 
the information he provides to the needs of a 
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specific member of your family. You can ob- 
tain answers to your questions during visits to 
your physician’s office for immunizations, 
health examinations, and other preventive serv- 
ices. The physician can sometimes answer 
questions relating to minor illnesses and acci- 
dents by telephone. However, since most doc- 
tors must serve many patients he must give a 
fair share of his time to each. Luckily, there 
are other reliable sources to which the family 
can turn for health information. 

State and local medical societies publish or 
can procure leaflets and reprints covering a 
variety of health subjects. Community health 
departments usually have health education 
materials available, and voluntary health agen- 
cies generally publish information concerning 
the health problems with which they are con- 
cerned. These agencies also advise about the 
validity of information obtainable from other 
sources. Reading lists of acceptable current 
books and articles on health that can be found 
in libraries and bookstores are often available 
from these same sources. 

Health columns and articles in newspapers 
and magazines written by medical authorities 
or the science writers who work with them are 
generally reliable and up-to-date. Some, un- 
fortunately, are prone to oversimplify or over- 
sensationalize and a few are more interested in 
how well their material sells than in its reli- 
ability. 

Other sources of health information include 
farm, labor, and industrial associations which 
distribute health materials to their members Or 
the general public, and private insurance com- 
panies with an interest in health education. 
Since materials distributed by these groups are 
sometimes colored or even highly slanted by 
their own special interests, they should be com- 
pared with materials from sources as free from 
bias as possible. The advice of the family phy- 
sician, the public health department, or a mec- 
ical society should be sought to evaluate their 
reliability. 

Families who live in areas far from the usual 
sources given above can write to their nation 
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offices. National health agencies generally pre- 
fer to make their contacts with the public 
through their local affiliates, however. 

Family health guides like this one which you 
are presently reading are being seen in increas- 
ing numbers on bookstore shelves. Some of 
these are medical encyclopedias. Those that 
are scientifically sound and confine their ad- 
vice to preventive and emergency care that a 
non-medical person can safely carry out are 
good home references. Some, however, carry 
questionable material. 


The Health Museum 


Museums of health or health galleries in 
science museums are relatively new on the 
American scene. They do not deal with antiqui- 
ties, displays of natural history, or the master- 
works of art, but with human beings them- 
selves. The health museum is a place where 
people can inform themselves about them- 
selves for better health. 

“To educate the public in matters of 
health”—so reads the first Article of Incorpor- 
ation of the Cleveland Health Museum, which 
was incorporated in 1936 and opened its doors 
to the public in November, 1940. It was the 
first permanently established health museum 
for the public in the United States. 

The American Medical Association in the 
same year urged its component societies “to 
give all possible support to such museums 
wherever they may be developed in the United 
States, in conjunction with local medical or- 
ganizations.” The American Medical Associa- 
tion especially through its loan exhibits has 
helped in the establishment of health fairs 
where hundreds of thousands of people gain a 
better understanding of how the human body 
works, the early signs of chronic diseases, and 
what to do and not to do in medical emergen- 
cies and home nursing. 

Almost every county or state fair has health 
exhibits presented by either voluntary or 80V- 
ernmental health organizations. The visitor 
often has a chance to participate in demonstra- 
tions to detect early cases of diabetes or glau- 
coma. He may have a vision or hearing test or 
a chest or dental x-ray. 

With the increasing shortage of medical per- 
sonnel of all kinds, Health Career Days are 
held annually in many communities to recruit 
prospective physicians, dentists and allied 
health personnel. Exhibits play an important 
role in this recruitment process. 
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Health museums have the advantage over 
health fairs in that they make visual informa- 
tion available the whole year around. The 
Cleveland Health Museum, for example, is 
open 360 days a year. It is visited by nearly 
100,000 annually and reaches many more 
through radio and television. There are regular 
instruction periods for students, mainly in fam- 
ily life, nutrition, and personal health. 

Health museums can be visited at the State 
Fair grounds in Dallas, Texas, and in the Med- 
ical Arts Building in Hinsdale, Illinois, a sub- 
urb of Chicago. Chicago itself has had for 
many years extensive medical exhibits in the 
palatial halls of its Museum of Science and 
Industry. These exhibits were developed with 
the guidance of the American Medical Associa- 
tion during the years when Dr. Thomas Hull 
was the curator. 

More and more hospitals are incorporating 
health museums into their activities. The first 
such was the Mayo Foundation Museum of Hy- 
giene and Medicine, sponsored by the Mayo 
Clinic, in Rochester, Minnesota, which opened 
its doors in 1934. 

The Lankenau Hospital, located in a suburb 
of Philadelphia, has had a Health Museum 
since 1953, and on Washington’s Birthday in 
1963, a Health Education Center opened at 
the Reading (Pennsylvania) Hospital. In Hal- 
stead, Kansas, the home of the famous “Horse 
and Buggy Doctor,” Arthur E. Hertzler, a 
Health Museum opened early in 1964. Ne- 
braska for many years has had well attended 
health galleries on its State University campus, 
located in the State Museum Building. 

Whoever goes sightseeing in Washington, 
D.C., might very well include the Medical 
Museum of the Armed Forces Institute of 
Pathology, which has been in existence since 
Civil War days, next to the Smithsonian Insti- 
tution. The Smithsonian Institution, itself, has 
in one of its galleries, a Hall of Health which 
has as its main attraction, like many other 
health museums, a transparent woman. 

Many state historical societies are including 
health exhibits in their programs. One of these 
is the Museum of Medical Progress at Prairie 
du Chien (Wisconsin). The Stark County 
Historical Society of Canton, Ohio has a one- 
room health museum in its new Historical Cen- 
ter Building, located next to President McKin- 
ley’s Monument. A similar establishment is in 
preparation for the Memorial Building of the 
Franklin County Historical Society at Colum- 
bus, Ohio. 
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CHAPTER THREE 


MEDICAL FOLKLORE 


WHILE MUCH of medical folklore is now 
obsolete, it is unsafe to regard all of it as a mass 
of quaint misconceptions without foundation 
and without logic. American medical tradi- 
tions stem from an age very different from the 
one in which we live. It was an age of pioneer- 
ing, of isolated homesteads, of primitive set- 
tlements, and of relatively disorganized medi- 
cal knowledge as compared with what we know 
today. 

The settlers who developed the United States 
a hundred or more years ago were faced with 
the grim necessity of getting relief from their 
illnesses as best they could. Many of the nice- 
ties of medical diagnosis now in common use 
were unknown at the time, and those that were 
known were not available in the wilderness. So 
the early settlers turned to the country about 
them, to the tradition of their ancestral home- 
lands, and to the methods of the Indians, and 
came up with a medical lore all their own. 

’ The Greeks, Romans, and other ancient peo- 
ples personified their health ideas and attribu- 
ted them to their mythical gods. Apollo, for 
example, was regarded as the originator of the 
healing art, but he was also credited with intro- 
ducing disease, because when he was angry he 
was believed to send pestilence and death by 
his arrows. He was reputed to be quick to stop 
an epidemic when soothed by music and “songs 
that sweetly pleased.” The real god of medicine 
was Aesculapius, who was said to have flour- 
ished some 1,300 years before Christ. He was 
described as the son of Apollo and the father 
of two goddesses, Hygeia, the Goddess of 
Health, and Panacea, the Goddess of Medicine. 
From the former we get our modern word hy- 
giene and from the latter panacea (cure-all). 
Mercury, too, the messenger of the gods, was 
said to have something to do with health; his 
winged staff is now the official emblem of the 
medical departments of the United States 
armed forces. It is frequently mistaken for the 
true staff of Aesculapius which has a single 


554 


serpent on a branched staff and no wings. 

Influences upon health or disease were at- 
tributed to the Babylonian god, Marduk, re- 
puted to be “the expeller of all maladies.” 
Another Babylonian god, Ea, was vested with 
the healing qualities of water. The catheaded 
Egyptian goddess, Bubastis, was credited with 
control of fertility in women, and another 
Egyptian goddess, Isis, was endowed with a 
broad, protective influence over all persons 
suffering illness, especially those with disturbed 
digestion. She was supposed to have originated 
the enema; so our gratitude to her may be 
somewhat tinged with reservation. 

In later days, health and disease were at- 
tributed to evil spirits and to many other fac- 
tors, supernatural and natural. In modern 
times, our ideas about disease and health are 
accepted and passed along in less personalized 
and less romantic forms, if not always with 
greater accuracy. N 

But let us make it clear: Grandma is not 
always wrong. Why, she has behind her the ac- 
cumulated experience of the race. Her conclu- 
sions are not always correct, because they are 
based on incomplete or erroneous observations, 
but a good many of them have since been justi- 
fied. We need only to point to Peruvian bark 
and to the digitalis leaves which grew in the 
gardens and roadsides of rural England to see 
that the observations of the pioneers were often 
shrewd and perceptive. 

We now use refined quinine derived from the 
fever-curing Peruvian bark to treat malaria. In- 
stead of teas made from the leaves or the flower 
of the foxglove, we use the drug digitalis r 
fined from this plant. The modern drug ephe d 
rine, useful in treating allergies and nose an 
throat conditions, came from the herb ma 
huang, known for generations to the Chins 
It has properties similar to epinephrine or a- 
renalin, derived from animal sources. ‘fe 

Coincidence played a large part in establis 
ing the reputed effectiveness of tradition 
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remedies. Warts, which come apparently from 
nowhere and often disappear for no apparent 
reason, gave undeserved reputations to innum- 
erable remedies which happened to be used 
just preceding the spontaneous disappearance 
of a wart. The self-limiting character of many 
diseases, such as the milder sore throats and 
colds, also caused simple herbs and other home 
methods to gain a curative reputation which 
they did not merit. 

Many traditional remedies are now known 
to be of little or no value. In Europe the man- 
drake was highly esteemed as a drug for the 
relief of pain. It was commonly reputed to be 
dragged shricking from the ground under cer- 
tain special conditions. 


Old Wives’ Tales 


There is perhaps no more fruitful field for 


folklore than that of pregnancy and childbirth. ` 


This universal phenomenon, marvelous and 
spectacular as it must have been to the unin- 
formed minds of a nonscientific generation, 
was sure to bring about innumerable miscon- 
ceptions. There was the common belief that 


For backache, do somersaults as whippoorwill calls. 
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having a baby would cure menstrual cramps 
and would correct a poorly positioned uterus 
and overcome sexual frigidity. It was generally 
believed that bleeding in early pregnancy al- 
ways meant an abortion or a possible defect in 
the embryo, whereas we know now that scant 
bleeding is a common occurrence in early 
pregnancy. An amusing and reasonably ac- 
curate old English superstition was that a 
pregnant woman had better be careful when 
her abdomen protruded farther than the tip of 
her nose. 

Mothers used to be prohibited from doing 
any painting or decorating while pregnant. This 
was a real and useful warning, because paint 
in those days contained a great deal of white 
lead and turpentine. The white lead was truly 
dangerous and the turpentine was nauseating 
and unpleasant; so both were regarded as haz- 
ardous. Paints today contain very little of either 
white lead or turpentine and so the expectant 
mother, if physically able and ambitious, may 
amuse herself in repainting the baby’s furni- 
ture, She may even paint walls because, con- 
trary to general belief, there is no danger to the 
expectant mother in stretching. Women used 
to avoid hanging out their clothes, for fear of 
causing twists or tying knots in the umbilical 


- cord or wrapping the cord around the baby’s 


neck. Today’s mothers to a great extent have 
put aside such fears as handling a rope during 
a pregnancy because it might cause twisting or 
knotting of the umbilical cord. 

Sexual relationships during pregnancy were 
commonly believed to cause disastrous results 
to mother and baby. We know now that, within 
reason and moderation and with the exception 
of the last few weeks of pregnancy, these fears 
were unfounded. We know also that penny- 
royal, tansy, and other herbs, formerly reputed 
to be effective in terminating unwanted preg- 
nancies, are without effect. 

The old fallacy that every baby requires the 
sacrifice of a tooth can now be abandoned. It 
was formerly believed that every mother must 
eat for two. Itis true that she must consume the 
necessary nutrients for two, but this does not 
mean that she must eat twice as much. 

Women used to fear pregnancy past the age 
of 35 or 40. While it is true that expectant 
mothers are safest between 20 and 24 years of 
age, there is so little margin of danger in preg- 
nancy at any age that even older mothers may 
have babies with a 200-to-1 chance of surviv- 
ing childbirth. Far from regarding pregnancy as 
a time of sickness, as in the past, it is now recog- 
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nized that normal pregnancy at any age is usu- 
ally beneficial rather than detrimental to health. 

There is a persistent belief that the sex of the 
child can be determined in many ways; these 
ideas differ in various localities with changing 
times and cultures. There is no way to tell to 
which sex the infant belongs until it is observed 
at birth, nor is there any way in which the sex 
of the individual can be influenced at any stage 
of development. 

It used to be considered essential for the ex- 
pectant mother to be in bed for 10 days after 
delivery, and to be fairly inactive for another 
2 or 3 weeks. Now we have almost re- 
turned to the primitive practice of getting the 
mother up and about promptly. This causes 
less trouble with bowel and bladder perfor- 
mance, helps the uterus to return to its normal 
condition more rapidly, and very greatly re- 
duces the danger of blood clots. Fears of uter- 
ine prolapse, or so-called fallen womb, are en- 
tirely without foundation. 

A woman can take a bath either in tub or 
shower just as safely immediately after child- 
birth as she does during menstruation. She can 
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go up and down stairs without harm and she 
need not baby herself any more than she feels 
she ought to, unless the physician feels there 
are special problems. 

Breast feeding is still the best way to nurse 
a baby, but it will not prevent pregnancy since 
nursing has little or no effect on ovulation. 


Other Superstitions 


General medical superstitions cover a wide 
range of subjects, materials, and methods. Sore 
throats are very common and have been treated 
in a number of ways. Because many of the old 
preparations contained honey for palatability, 
honey got a great reputation as a medicament. 
Actually it is only a solution of sugar with not 
enough vitamins or minerals to be nutritionally 
important. 

Honey is described in the National Formul- 
ary, an official drug compendium, which gives 
its medical uses in three words: “A flavoring 
vehicle.” The U.S. Department of Agriculture’s 
description of honey states that it contains 80 
per cent sugars and 16 per cent water, dextrin, 


A popular treatment for whooping cough consisted of passing the patient through a horse collar three times. 
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and gums. The remaining 4 per cent includes 
flavoring and aromatic substances and “traces 
of vitamins . . . but none in amounts significant 
for human nutrition.” Minerals are not men- 
tioned. The Journal of the American Medical 
Association states that honey “has no known 
therapeutic value peculiar or specific only to 
itself.” Honey, therefore, must be regarded as a 
useful and indeed delightful food, but not as a 
medicine. It contains sufficient pollen to cause 
allergic reactions in some people. 

Kerosene has been applied internally and 
externally, or both; externally by rubbing and 
internally by swishing about in the throat. Gold 
or amber beads or a gold chain used to be worn 
around the neck to prevent sore throat. So was 
a dirty or used dark stocking worn around the 
neck to prevent colds “going down into the 
chest.” The bandage of red flannel is still in use. 
Sometimes it is combined with thin slices of salt 
pork and onions and sprinkled with black 
pepper. Poultices of black pepper and lard 
were also used for treating asthma. So were 
poultices of boiled onions and the well-known 
mustard plaster. Goose grease and camphor- 
ated oil applied to the chest did little for the 
patient, but it helped keep the family happy. 

An infusion of an herb known as goldthread 
used by the Indians was popular as a treatment 
for so-called canker, which meant any eruption 
in the mouth and throat. Sage tea or brakeroot 
was used for similar purposes. Chestnuts, dried 
bumblebees, and molasses or urine were popu- 
lar for the treatment of croup. A combination 
of sugar with moss obtained from the north side 
of a maple tree was in common use as a cough 
medicine, as were syrups made of yellow or red 
clover or an infusion of sunflower seed. 

Red clover had a reputation for special ef- 
fectiveness in the treatment of whooping 
cough, as did a concoction of elderberries. For 
colds there was catnip, elderblossom, or pep- 
permint leaf tea, and, of course, the ever popu- 
lar camomile. These were administered on the 
general theory that whatever was wrong with a 
person, a good “physic” was always in order. 
Hard cider, as might be expected, was popular, 
especially when served with cayenne pepper. 
This was prepared by taking a mug of hard 
cider, sprinkling it with cayenne pepper, and 
then plunging a red-hot poker into it, causing 
It to bubble and foam. 

An herb called boneset, more properly 
thoroughwort, was used in a severe form of in- 
fluenza then called “breakbone fever,” and so 
was elderflower tea. If these remedies did not 


557 


work, it was generally conceded that they were 
not used early enough. 

Perhaps the most fantastic of all ideas was 
one for the prevention of tuberculosis. When a 
man had died of this disease, his family, tired of 
harboring so many cases of tuberculosis, de- 
cided to put a stop to it. After the funeral they 
lingered in the cemetery, lifted the casket, and 
turned it over. By burying the victim face 
down, they were firmly convinced that they had 
ended consumption in that family. The record 
does not say whether the family had also ended 
with this patient. 

Another remedy for consumption was car- 
ried out in the case of two sisters who both 
suffered from the disease. When one died, her 
parents were told that by burying her heart 
near a brook in the neighborhood, they would 
prevent the death of the other daughter. The 
record shows that she ultimately died of the 
same disease. 

Greasing the patient was considered a sov- 
ereign remedy for any disease such as a cold in 
the chest, pneumonia, or tuberculosis. This is 
still a common practice although such old rem- 
edies as skunk’s oil, camphorated oil, and 
goose grease are no longer as popular as for- 
merly. These greasings only make the patient 
messy, smelly, and uncomfortable, but those 
who believe in them say that any fool knows 
that the greases strike straight through into the 
lungs and help to loosen the cough. 

A lovely plant called pipsissewa or hearts- 
ease, which came to the United States from 
England, was used for diseases of the heart, and 
also for the “broken heart.” Garlic was eaten 
then as it is still by some for its supposed in- 
fluence in preventing high blood pressure and 
hardening of the arteries. 

One old woman’s sure cure for dropsy was 
reported by a physician in the following terms: 
“A little garden celandine, a little pipsissewa, a 
little ivy run over the ground, green of alder, 
and white of henna. Slowly simmered over a 
slow fire and taken in copious drafts, this will 
produce such slushes of water as ever your eyes 
have beheld.” 

Naturally, there were cures for fever, and 
among the most common of these were teas, 
made of such herbs as sage, catnip, or yarrow, 
or a combination of spirits of lavender with 
ether. Paradoxically, patients were warned 
against taking water when they had a fever, 
perhaps as a result of the old adage “stuff a cold 
and starve a fever.” The so-called water cure 
was a method of treating illness by various 
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forms of bathing; this was rather unpopular in 
aday when bathing was much less routine than 
it is today. 

To prevent nosebleed, wearing a length of 
red woolen yarn or a piece of nutmeg on 
a string around the neck was recommended. 
Bloodroot hung over the foot of the bed was 
supposed to stop nosebleeds in children. Fresh 
blossoms of red trillium were held to the nose 
for the same purpose. For bleeding from the 
nose or elsewhere, it was common practice to 
stuff the area with cobwebs or to use the fine 
powder from the puffball mushroom after it 
had gone to seed. 

There is a record of a patient who states she 
knew someone who took red clover for a 
fibroid tumor. This treatment was supposed to 
render the tumor “benign.” These people were 
not, of course, aware that fibroid tumors are 
always benign, allowing for the difference in the 
meaning of that word medically and in com- 
mon use. 

Naturally, stomach upsets because of their 
great frequency were the subject of many in- 
teresting ideas, beginning with the descriptive 
language used. The word “sick,” for example, 
usually meant being nauseated or vomiting. It 
was not commonly used as it is today, to mean 
“i” or “not well.” This varied according to 
where one lived. 

_ A family doctor book or guide to health pub- 
lished in 1844 advises: “Abstain from medi- 
cine and live upon a sixpence a day and earn it. 
Arise with the sun, saw wood for half an hour, 
and breakfast upon a crust of bread.” However, 
people did not seem to take this advice, be- 
cause measures for combating stomach upsets 
were in common use. To make one vomit, the 
so-called pukeweed or lobelia was used. It was 
supposed to “tear off the liver.” Lobelia has 
More recently been used in an attempt to help 
people stop smoking. 

The yellowing of the skin, commonly refer- 
ted to as yellow jaundice or sometimes “jaun- 
ders,” was treated with “turkey dung bitters 
warmed,” and also by ironwood bark. The ten- 
dency to blame digestive disturbances on the 
liver is a good old English doctrine and came 
Over with the colonists. The hepatica or liver- 
wort, which supposedly resembles the lobes of 
the liver in its shape, was also used, naturally 
enough, as a remedy for liver troubles or sup- 
posed liver troubles. 

The use of liverwort for the liver and hearts- 
case for the heart was part of the general idea 
that through the mercy of Divine Providence, 
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herbs were shaped with characteristics which 
would suggest their medicinal uses. A plant 
with a wormlike stem was used to treat intes- 
tinal worms. Baldness was treated with a plant 
that had hairy characteristics. This treatment 
of baldness was as successful as anything that 
we have today—in other words, it did no good 
whatsoever. 

Aromatic weeds, such as spearmint, were 
naturals for the treatment of nausea, and for 
constipation rhubarb and senna were com- 
monly employed, as were burroweed tea and a 
medicine prepared from the inner bark of the 
butternut tree. The bark of the willow tree, a 
source of wintergreen oil, was used in Austria, 
India, and Africa long before German chemists 
produced its derivative, aspirin. A widespread 
belief held that the bark of certain trees would 
have a laxative effect when it was stripped 
downward, but would cause vomiting when it 
was stripped upward. : 

Diarrhea received a number of common 
names, including dysentery, intestinal flu, the 
trots, the runs, the flux, and more recently the 
“tourist trot.” Remedies for this condition were 
numerous, including blackberry roots, steep- 
weed, steepleroot, hardtack, strawberry blos- 
som, oak bark, sweetleaves, and smartweed. In 
children especially, diarrhea was called sum- 
mer complaint and the second summer was 
considered the most important and most dan- 
gerous era in a child’s life. 

Even green apples were given to cure diar- 
thea, despite the common belief that they were 
often the cause of this symptom. Finely grated 
green apples, used in the Black Forest for 
treating diarrhea in children and adults, are 
still effective. Modern therapy now employs 
apple pectin to control diarrhea. 

The contagious diseases were considered 
more dangerous if they “struck inward,” that 
is, if they did not develop a rash. Naturally then 
there were measures for bringing out the rash. 
These included the drinking of hard cider and 
snakeroot and saffron tea or the nanny goat tea 
which was made from the droppings of goats, 
lambs, or sheep. Perhaps the best method for 
bringing out the rash was the hot bath. Of 
course, the passage of time worked to give this 
home remedy an unmerited reputation. 

“Remedies” used to prevent mumps from 
“going down” and involving in boys the testi- 
cles and in girls the breasts or ovaries were log- 
ical though ineffective. Strands of flax around a 
girl’s neck or a boy’s waist were supposed to do 
the trick. 
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Reliance upon nature for medicine included 
employment of trees. A baby born with a phys- 
ical defect it was said, could be cured by split- 
ting an ash sapling near a brook so that the gap 
ran in a north and south direction. The child 
was then passed through the gap. The child so 
treated was supposed to outgrow his defect. A 
closely related idea is one for the prevention or 
cure of goiter; this consisted in taking a lock of 
the patient’s hair, splitting a tree or bush at a 
height greater than the stature of the patient, 
putting the lock of hair in the cleft, and then 
letting the child grow up to that height, at which 
point the goiter was supposed to have disap- 
peared. Sometimes it had! 

Naturally there were blood medicines, of 
which the best known is sulphur and molasses. 
Molasses was generally credited with a great 
deal of value. It was also combined with sage. 
Rhubarb and dandelions, pepsissewa, worm- 
wood and vinegar, sassafras tea, firewort, elder 
flowers, bloodroot, aloes, and poplar bark 
mixed with burdock have all been recom- 
mended as blood medicines. Dandelion wine 
was a great favorite, perhaps because of the 
alcohol which gave it a special uplift power. 

Naturally rheumatism called for many sov- 
ereign remedies and preventives, beginning 
with the well-known buckeye or horse chestnut. 
Another alternative was to carry in the pocket 
the bone from a raccoon’s penis. Various kinds 
of teas were popular for the relief of rheumatic 
joint pains, including the leaves of Canada 
thistle and, of course, the universal remedy 
camomile, which gave rise to the derisive coup- 
let “How the doctor’s brow should smile, 
crowned by wreaths of camomile.” 

Lard and other substances were heated and 
and mixed with cereal to make poultices. These 
ways of applying heat have some limited value 
for comfort and to give the family a satisfying 
sense of “doing something for the patient,” but 
they are not curative. Mullein leaves boiled in 
vinegar were used for sprained ankles, and cat- 
nip was also supposed to relieve swellings when 
used as a poultice. One old recipe calls for 
“common ground worms, simmered in lard” 
for relaxing sinews which have contracted and 
drawn the limbs out of shape. 

Somewhat more remote methods employed 
were treating cramps in the legs by turning the 
sufferer’s shoes upside down under the bed. 
This is closely related in its reasoning to the 
idea of putting a sharp knife edge-upward un- 
der the bed during childbirth, in order “to cut 
the pains in two.” 
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Miscellaneous ideas for various situations 
include warnings against wearing rubbers in- 
doors for fear of injuring the eyesight. Gold 
earrings were supposed to help weak eyes. Sore 
eyes were bathed in rose petals; rose water 
preparations are still on the market today as 
eye washes. Warm milk directly from the 
mother’s breast was supposed to help sore eyes 
in babies, and so was fresh urine. 

Earache was treated by tobacco smoke 
blown into the aching ear, or by spitting 
tobacco juice into it. Warm pickerel juice was 
another common remedy, prepared by skinning 
a pickerel and hanging it in the window in the 
sun, This warmed the fat in the body of the fish, 
which was then drained into a bottle. Warm oil 
is used as a first-aid remedy for earaches today 
when no medical care is available. A hot baked 
potato or the “rusted” (heated or roasted) 
heart of an onion was sometimes held against 
the ear. 

It was common practice to apply heat to the 
body by killing a chicken and applying the 
warm carcass of the bird to an area of pain OF 
imflammation. i 

When children were too young to chew their 
own food, the parent or other adult relative 
would chew it before putting it into the baby $ 
mouth. This was before modern concepts © 
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sanitation were evolved, but the practice has 
not entirely disappeared. 

Various kinds of charms or amulets were 
worn around the neck. Perhaps the most 
familiar was a bag of asafetida or camphor 
which was supposed to ward off communicable 
diseases. 

Anyone who has ever had a good whiff of 
asefetida will realize that this was not such a 
stupid idea, because it most effectively kept 
people at a distance. We now know how dis- 
eases are spread by close personal contact. 
This is perhaps one of the best examples of how 
Grandma not only was not always wrong, but 
was likely to be right for the wrong reason. 

Amber beads have already been mentioned 
in several connections, but other objects and 
substances were used as well, such as a string 
of Job’s tears (seeds of an East Indian grass) 
which were famous for supposedly preventing 
fever. A white strap in a figure-eight design 
across the chest and the back of the child was 
regarded as a teething jacket. 

Practically every grandmother remembers 
the day when grinding of the teeth at night was 
considered a sure sign of worms, for which the 
child would possibly receive a dose of beef gall 
or have a bag of tansy hung around his neck to 
keep the worms from coming up into his throat 
and choking him to death. Parenthetically, this 
idea of worms coming up into the throat is not a 
baseless notion; it happens. Starving a patient 
who had a tapeworm in order to starve the 
worm was a common procedure, and there- 
after a bowl of steaming hot soup would be held 
at the patient’s mouth so that the worms, smell- 
ing the good food, would come up and could be 
captured. 

Skin diseases were common subjects for 
home remedies and a great deal of harm was 
done then as now by treatments which often 
prolonged the disease by irritating the skin. 
Sulphur and rum were used for boils. Gun- 
powder boiled in water or the “sweat” from a 
heated axe were recommended for ringworm. 
Yellow dock boiled in vinegar was used for ath- 
lete’s foot and balm of Gilead buds fried 
in mutton tallow for bedsores. Wounds from 
rusty nails were bound with a piece of salt pork 
to draw out the infection. This bad practice still 
persists. Human urine was used for cuts and 
wounds. 

For snake bites, snakeroot was the obvious 
remedy provided by nature. A poultice of 
squash was used for the bite of the water moc- 
casin and the cut surface of an onion for the 
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bite of a rattlesnake. An onion cut in half and 
applied to the soles of the feet was also sup- 
posed to be a remedy for pneumonia and bron- 
chitis. Discoloration of a substance, such as an 
onion, was considered ample proof that it had 
“drawn out” the poison. 

The use of available materials for the treat- 
ment of burns would make a long list, including 
the repulsive idea of “fresh” cow dressing, 
presumably cow dung. 

Woodsmen ate the leaves of the poison ivy 
to prevent ivy poisoning; immunizing tablets 
supposedly preventing ivy poisoning have been 
marketed within the past few years. Neither 
procedure is recommended. For treatment of 
ivy poisoning celandine, pilewort, or jewel 
weed or sweet fern was rubbed on. 

The wart gave rise to numerous remedies: 
rubbing with a bean and throwing the bean 
away; rubbing with salt pork and burying the 
pork; rubbing with a used dishcloth and hiding 
the cloth; rubbing with a penny and throwing 
the penny away; tying as many knots in a string 
as the individual had warts and leaving the 
string where someone would find it; the finder 
was supposed to get the warts. So-called ab- 
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sent treatment by individuals who had or pre- 
tended to have occult power was also believed 
to be capable of getting rid of warts. 

Chilblains or frostbite was prevented or 
treated by rubbing with kerosene, turpentine, 
or pig’s foot oil, or painting with oil of lavender 
applied with a feather. Rubbing with snow or 
walking barefoot on a cold floor was also rec- 
commended and the inevitable onion salted on 
the cut surface and rubbed on the foot was 
popular. 

The power of using and understanding 
herbs was commonly attributed to one or more 
persons in the community. These were fre- 
quently old women or old men with no medical 
training and little education of any kind. In 
spite of this, some of them became very 
successful quacks while making a great deal of 
trouble for the patient whom they failed to cure 
and sometimes even harmed with their unsci- 
entific treatments. 

Dr. Harold D. Levine, from whose article in 
the New England Journal of Medicine many of 
the preceding ideas were gleaned, remarks: 

“One may be amused at the faith that these 
people placed in the healing virtues of their 
herbs, but it is none the less true that modern 
research has substantiated many of the old 
ideas. After all, it was from English folklore 
that Dr. Withering (an English physician) 
culled the idea that digitalis was useful in 
dropsy.” 

Many misconceptions arise from the effort to 
explain commonly observed facts on a basis of 
inadequate information. This does not mean 
that people are stupid. It simply means that no 
one has yet been able to explain certain factors 
in health and disease. This may account for 
the tendency to ascribe phenomena of one kind 
or another to supernatural causes, probably a 
carryover from the association of the tribal 
priests with the medicine man in primitive cul- 
tures. This explains the faith which people had 
in the effectiveness of incantations, sacrifices, 
charms, and amulets. 

Another source of error was the tradition 
that astronomic and weather phenomena may 
be associated with health factors. This is not as 
far fetched as it seems because we now know 
that barometric pressure affects allergies, that 
rheumatic joints really can foretell weather 
changes, and that many diseases occur season- 
ally. Such scientific knowledge, however, is 
quite different from the belief, for example, 
that the lungs of an ox, a long-winded animal, 
would be a good treatment for tuberculosis, or 
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that the fat of a bear, which was hairy, might 
be useful for baldness. Eating a lion’s heart will 
not promote bravery, nor will rattlesnake or 
earthworm oil make the athlete more limber. 

There is the outmoded theory of home- 
opathy which says in effect that like cures like. 
This is commonly practiced under the more 
popular title of “a hair of the dog who bit you,” 
the favorite excuse of the alcoholic to have a 
quick one in the morning after a hard night of 
drinking. 

People are prone to attribute either too 
much or too little power to the doctor. In either 
case they are disappointed and the doctor is 
embarrassed. Many people consider that drugs 
are the only way in which disease is treated, 
forgetting the importance of changes in living 
patterns and attention to nutrition and other 
factors. 

There is the old superstition about maternal 
impressions affecting the unborn child, which 
has been proved again and again to be an ana- 
tomical and physiological impossibility. Most 
of the so-called birthmarks, which are sup- 
posedly due to maternal impressions, are ac- 
tually present long before the occurrence which 
is supposed to be responsible for them. Yet a 
considerable percentage of readers will remain 
unimpressed because they think they have seen 
it happen. 


LAPO PILAN WOTA BETTALO POR TALLOW TO MAKE KICKAPOO TIDUR SALYE, 


KICKAPOO 


INDIAN SALVE! 


Made from Buffalo Tallow, combined with 
Healing Herbs and Barks. 


It is a perfect cure-all in Skin Diseasos—for the various forms of 
Totter, dry, scaly, moist or itchy, for Erysipelas, rocent 
or chronic; Pimples or Biochos on the Face, 
Beald Hoad, Barber's Itch, and all annoying, 
unsightly eruptions of the skin; also, paintal soft 
Corns, and Burns and Itching Plies. 


—+--—_—_ 


SOLD BY ALL DRUGGISTS. PRICE 25 CENTS 


ææ TRY itt KEEP IT IN THE HOUSE! ®R 


BONNETS ARE HIGH. a fashion journal maya; "Bonnets come high M 
saaeve.” We do not remember when they did not, as any man who Bet ) 
compaliod to pay for them can testify. 


MEDICAL FOLKLORE 


Many people are afraid that they will dam- 
age their hearts by athletic exercise, whereas it 
is well established that normal or even strenous 
exercise will not damage a normal heart, be- 
cause the muscles and wind fail before the heart 
can be hurt. 

Biliousness, which is merely a symptom, 
continues to be accepted as a supposed expla- 
nation for disturbed liver function. A similarly 
outmoded term is catarrh, which is applied to 
many diseases of the nose and throat. This is 
simply a vague term for which the cause must 
be sought before it can be treated. 

Many people are not satisfied with thirst to 
guide them as to the amount of water they 
should drink. Instead they adhere slavishly to 
rules about six glasses or eight glasses of water 
a day, depending on whose theories of hygiene 
they have been reading at the moment. It is 
possible to do harm by taking too much water 
and it is also possible to take too little, but or- 
dinarily thirst is a good guide unless it becomes 
excessive, in which case medical advice should 
be sought. 

A favorite old bogey is autointoxication, 
which means selfpoisoning and is usually at- 
tributed to infrequent bowel movements. The 
physiological fact that very little except water 
is absorbed into the rest of the body from the 
large intestine does not disturb people who 
cling to this mistaken idea. 

Oxygen and carbon dioxide, contrary to 
popular belief, are not the major factors in 
room ventilation. Motion of the air is more 
important and so are the air’s temperature and 
humidity. 

Deep-breathing exercises are commonly 
relied upon as a guarantee of health. Certainly 
their benefits have been disputed and at best 
they are only a minor factor in healthful living. 


Modern Misconceptions 


__ Miscellaneous misconceptions include such 
ideas as: 

Bad breath means disease (not so). 

Masturbation causes insanity and other dis- 
asters (untrue). 

Eating between meals is always harmful (in- 
correct). 

Milk should not be taken at the same time as 
sour fruits (not so). 

Proteins and carbohydrates should not be 
eaten at the same meal (not so). 

Daily bowel movements are necessary for 
health (untrue). 
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Pain in the back must indicate kidney dis- 
ease (incorrect). 

Pain in the abdomen means an overloaded 
stomach (wrong). 

A laxative is good for abdominal pain (it is 
dangerous). 

Posture is important because it builds health 
(it is really a by-product of good health). 

Food kept in an open tin can is necessarily 
poisonous (not if properly refrigerated). 

Scales from scarlet fever and measles spread 
the disease (nose and throat secretions actually 
do so). 

Sewer gas makes people sick (no—it’s just 
unpleasant). 

Pimples and boils indicate bad blood (they 
are due to outside infections) . 

Marriage of relatives necessarily produces 
degenerate children (only if heredity is bad or 
intermarriage is too frequent). 

Laymen may safely diagnose and treat dis- 
ease (they are not qualified). 

Boric acid strengthens the eyes (it does not). 

Fried and highly seasoned foods are harm- 
ful (not in moderation). 

A cold can be broken up (it lasts a week no 
matter what is done). 

You feed a cold and starve a fever (no). 

Eye muscle exercises will eliminate the need 
for glasses (a dangerous fallacy). 

Vegetarianism is good for health (it simply 
makes good nutrition more difficult) . 


Common Misconceptions 


For those who would like to know the facts 
about other common misconceptions, here is.a 
list, which doctors frequently meet: 

Blood pressure of 100 plus the individual’s 
age is not the normal value. 

Red meats and alcohol are not necessarily 
harmful to those with high blood pressure. 

Fish is not a brain food, it is simply a good 
food for all parts of the body. 

Sweets, while possibly detrimental to the 
teeth, are not the sole cause of tooth decay. 

There is no reason of health why one should 
not eat shell fish and ice cream at the same 
meal, providing neither one of them is spoiled. 

Lemons, tomatoes, oranges, and grapefruit 
do not cause “acidity” of the body. 

The old adage that fruit is golden in the 
morning, silver at noon, and lead at night is 
without foundation. 

Fat people are not necessarily carefree and 
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Being fat and 40 and feeling well does not 
constitute a good reason for declining to lose 
weight. 

It is not necessarily unwise to drink water 
with your meals, if you don’t gulp it. 

The food value of broth or soup, so often 
given to invalids, is the food value of the rice, 
barley, or vegetables which it may contain; the 
broth alone has no nutritive value. 

Gargles and mouthwashes do not kill the 
germs in the mouth or throat. 

Boils are not due to impure blood. 

Punctures from rusty nails are no more dan- 
gerous than punctures from clean shiny nails; 
the danger lies in the germs that either one may 
introduce. 

Removing a mole properly will not result in 
cancer; cancer is more likely to result from not 
having it removed if it ought to be. 

Night air is not unhealthful; it may even be 
more healthful than daytime air because it may 
be less polluted. 

It is not necessary to open the windows of 
your bedroom wide or at all at night, especially 
when it is cold. 

Whiskey with aspirin is not a good treatment 
for cold, even though the cold may improve in 
spite of it. 

There is no medicine which can be taken by 
mouth to dissolve gallstones. 

Heart disease is not necessarily a reason for 
refusing an operation or for being afraid to take 
an anesthetic. 

_ Flowers absorb some oxygen but the prin- 
cipal reason they are removed from the sick- 
room at night is because they keep better in the 
open air. 

Insulin does not cure diabetes but it substi- 
tutes for the insulin which the body is unable to 
provide and thus keeps the patient well. 

If the eruption of shingles should entirely 
surround the chest, this does not mean that the 
patient will die as is commonly believed; in 
fact, nerves which are most commonly involved 
in shingles do not meet in front so it would be 
impossible for the eruption to surround the 
chest in any case. 

Premature baldness in men is not caused by 
wearing hats; nobody knows what causes it, ex- 
cept that men are male. 

Cancer has not been shown to be contagious. 

It is not important to lie on the right side 
when sleeping to keep from interfering with the 
heart; the heart is in the middle of the chest and 
Not on the left side. 

Persons over 40 need not avoid strenuous 
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exercise if they have been accustomed to it and 
if they are in good condition. 

It is definitely not true that failure to pay the 
doctor’s bill assures the patient that the doctor 
will not be available while the patient’s name is 
on his books. 

Old superstitions, unlike old soldiers, do not 
fade away. Unfortunately, they are replaced by 
new superstitions and new misconceptions. For 
example: 

Today, we have the mistaken idea that nec- 
essary and harmless chemicals used in process- 
ing foodstuffs may cause mysterious diseases 
like cancer. 

We see people afraid to cook with aluminum 
cooking utensils for fear of poisoning the food. 

We observe people who refuse to wear 
glasses and others who shun much-needed 
hearing aids. 

People oppose fluoridation of public water 
supplies because the same chemical has also 
been used for poisoning rats, overlooking the 
fact that the whole difference here lies in the 
matter of dosage. 

Many people blame climatic changes on the 
atomic bomb; past generations attributed such 
changes to artillery fire, to the use of radio and 
television. 

Countless mothers live in fear for their chil- 
dren’s lives because a heart murmur had been 
reported. Most heart murmurs are harmless. 

There is still active opposition to the use of 
immunizing procedures, such as vaccination 
and immunization, because of a superstitious 
dread of introducing poison into the system. 


Food Fallacies 


There is a modern cult of naturalism which 
holds that only “natural foods” are wholesome 
because foods grown with the aid of chemical 
fertilizers are inadequate. 

Many harbor prejudices against canned or 
frozen or otherwise processed foods, and even 
advocate eating raw food exclusively. ; 

Naturally, the interest of the individual in 
food would give rise to numerous food super- 
stitions and misconceptions. In a report on 
food misinformation published by the Ameri- 
can Dietetic Association, there are listings of 
almost 200 such misconceptions about food. 
Some of the more common and important ones 
are the following: à 

Never give milk to a patient with a fever. 

Parsnips should be eaten often to cleanse the 


kidneys. 
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Beets build blood. 

Pork is indigestible. 

Sardines, frozen celery, and kelp are recom- 
mended every other day for better health. 

Sour foods, such as lemon juice or sauer- 
kraut, can cure diabetes. 

Diabetes is caused by eating too many 
sweets. 

For the treatment of arthritis, grapejuice, 
honey, dried poke berries, carrot juice, and 
tomatoes are recommended. 

Celery is good for the nerves. 

Cooked cereals heat the blood. 

Asparagus is good for the kidneys. 

Alfalfa tea cures rheumatism. 

Warm bread may cause a stroke. 

Sassafras, vinegar, and other substances are 
said to thin the blood. 

Putting cream in coffee makes the coffee 
more harmful. 

Ice water causes heart trouble. 

Watermelon causes polio; cucumbers and 
soft drinks have also been blamed. 

An egg a day is harmful. 

A teaspoon of whiskey in which arborvitae 
has been soaked will cure cancer, if taken be- 
fore eating. 

Raw vegetable juice contains life-giving 
properties, but cooked foods are “dead.” 

Olives, oysters and raw eggs increase sexual 
potency. 

Wine makes blood. 

White sugar is not good for the health. 

White bread is poisonous. 

Children should not eat potatoes. 

If you can foods while menstruating or dur- 
ing pregnancy, the jars will-burst or the food 
will spoil. 

If the expectant mother holds her weight 
down, the size of the baby will be reduced. 

Raw foods are harmful to a nursing mother. 

Raw cucumbers without salt are poisonous. 

Dried currants are poisonous berries. 

Ripe, sweet cherries destroy old age matter 
in the body. 

Tomato juice causes heart disease. 

Eat all you want until 4:00 p.m. in order to 
lose weight. 

Enriched candy is good for reducing. 

Calories don’t count. 

Honey is not fattening and can be substi- 
tuted for sugar in diabetes. 

Melba toast has no calories. 

Aspirin will help to preserve canned apples. 

Never eat rabbits because they are all dis- 
ease carriers. 
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If a few vitamins are good, more must be 
better. 

Sauerkraut must be made in the light of the 
moon or the brine won’t rise. 

Yogurt and brewer’s yeast are requirements 
in a good diet. 

Let us repeat: the list above represents be- 
liefs that are not so. If you have just read the 
list, turn back and read the introductory para- 
graph again to be sure that you cannot accept 
this list as things that you ought to believe. 
They are representative of the kind of things 
that you ought not to believe. When you read 
or hear statements of this nature, check them 
carefully with people who know about foods, 
medicines, and the human body. 

Behind all these errors in belief, there lies an 
underlying cause, namely a strong tendency to 
believe a plausible error and to reject the truth. 
This may rise out of deep-rooted suspicion in 
the mind of man who rejects what he does not 
understand. The results are often deplorable, 
especially when mistaken and misguided adults 
pass on their ideas about health to children for 
whose welfare they are responsible. In extreme 
cases the courts have intervened to order op- 
erations for children whose parents were fanat- 
ically opposed to surgery. However, millions of 
cases do not come to such a dramatic conclu- 
sion. For these people who reject the light of 
truth and live in the darkness of superstition, 
health can never be at its best, nor can life bring 
them its full rewards. A 

Let us repeat here that this chapter is not 
intended merely to ridicule false beliefs, but to 
explain them, and where necessary, to help cor- 
rect them. Adherence to false and mistaken 
ideas is by no means a sign of stupidity, 
although it may be an indication of stubborn- 
ness. In order to interpret situations correctly, 
one must have a background of factual knowl- 
edge and experience, Thus the doctor who 
would attempt to build a bridge would make 
numerous mistakes, not because he is stupid 
but because he is out of his field. By the same 
token, the engineer in medicine, the scientist 10 
literature, the artist in mechanics, or anyon? 
outside his own field is almost certain to make 
mistakes. We should now have outgrown t e 
era of unfounded conclusions and entered into 
an age when it is possible to bring scientie 
proof to bear on traditional beliefs. Sometimes 
this justifies them, but often for reasons other 
than those which prompted their growth. 

Take the matter of an asafetida amulet wom 
around the neck to prevent communica 


ble dis- 
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eases. This does not work by magic nor through 
any physical action of the asafetida. Any other 
substances equally offensive in odor would be 
just as good, because what effectiveness this 
preventive measure has lies in the fact that 
communicable diseases are passed on by close 
personal contact. Obviously, an amulet of 
asafetida does not encourage such contact, but 
we now have ways to prevent most major com- 
municable diseases that are far superior to the 
amulet of asafetida. As a shrewd if not well- 
founded approach to a difficult problem, it was 
worthy of respect in its day. That day has 
passed and we should put belief in the amulet of 
asafetida back into its proper time and lay 
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it to rest once and for all. 

The same reasoning may be applied to many 
other measures which may have had a limited 
usefulness and certain justification in their day. 

This chapter contains a formidable list of fal- 
lacies and misconceptions. The list is by no 
means complete. It would take’ practically an 
encyclopedia of medical fallacies to provide a 
complete list. So far as we are aware, no such 
encyclopedia is available. Thus, when you run 
across a bit of medical folklore or a medical 
opinion that looks as if it might be traditional 
in nature, it would be wise to check it with 
your physician before you allow it to influence 
your thinking and your pattern of living. 
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AA: Alcoholics Anonymous, a group of alco- 
holics that helps in the rehabilitation 
of other alcoholics. 

abortion: the premature termination of preg- 
nancy, either intentional for medical 
reasons or accidental; a criminal act 
when performed intentionally with- 
out medical necessity. 

abortive: interrupted before the normal 
course is finished. 

abrasion: a scraped or scratched skin wound, 

acceptance: in the psychological sense, a fa- 
vorable attitude toward a person. 

Achilles tendon: a tendon connecting the mus- 
cles in the calf of the leg to the heel 
bone. 

acidosis: a reduction in the normal alkaline re- 
action of body tissues. 

acne: an inflammatory disease of the seba- 
ceous glands, occurring mostly about 
the face, chest, or back. 

actinomycosis: a fungus infection acquired 
from animal contacts. 

action: of a drug, the expected results from 
taking a drug. (see also reaction). 

acute: lasting a short time or developing 
suddenly. 

addict: one who is habituated to some prac- 
tice, especially the use of a narcotic 
drug. 

addiction: the habitual use of and dependence 
upon a narcotic drug by one who has 
no illness or legitimate reason for 
such practice. 

adenocarcinoma: a cancer arising from glan- 
dular tissue, as in the breast, stom- 
ach, etc. 

adipose: fat, or fatty tissue. 

adrenal: a gland of internal secretion; there is 
one on top of each kidney. 

adrenalin: see epinephrine. 

aggression; aggressive: exaggeration of drive 
toward a personal goal. 

albino: an individual with skin in which there 
is an absence of pigment from birth; 
the hair is white, and the iris of the 
eye is pink. 

albumin: a protein constituent of the blood 
serum, found in urine in certain 
forms of kidney diseases. 

algae: chlorophyll-containing water plants, 
living in both sea and fresh water, 
varying in size from microscopic to 
many feet in length. 

allergen: a substance capable of producing al- 
lergy (see allergy). 

allergy: a sensitivity of the body to substances 
which in themselves are not irritating 
to the normal body. 

alveoli: plural of alveolus. 

alveolus: an air cell in the lung, in the wall of 
which the blood exchanges carbon 
dioxide picked up in the body tis- 
sues for oxygen to take to the body 
tissues, 

amnesia: loss of memory. 

amphetamine: a stimulating drug contained in 
so-called “pep pills” and “reducing 
pills.” 

amyotrophic lateral sclerosis: a deterioration 
of nerve pathways in the spinal cord, 
causing muscle deterioration. 

analgesic: a preparation or method for reliev- 
ing pain. : 

androgens: a group of hormones characteris- 
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tic of the male. 

anesthesia: literally “without feeling”; in- 
sensibility to pain, with or without 
loss of conciousness; anesthesia may 
be pas local, or regional 
(block); it may be induced by in- 
halation, by introduction of the 
agent into a vein, or into the spine 
by hypodermic eg or injection 
into a nerve trunk. 

anesthesiology: the medical specialty con- 
cerned with anesthesia. 

aneurysm: an enlargement in an artery due to 
weakened walls, sometimes com- 

ared with weakening of a tire wall 
fore a blowout. 

angina pectoris: literally, pain in the chest; 
usually refers to pain caused when 
heart muscle receives too little 
oxygen. 

aniline: a coal tar ingredient which is the basis 
for many drugs. 

antacid: a drug to overcome excess acidity of 
stomach secretions, or to render the 
urine alkaline. 

antibiotic: literally “opposed to growth”; sub- 
stances which check the growth of 
bacteria (but not viruses) and help 
the body to overcome infections 
more rapidly. 

antibodies: substances existing in the blood, 
either naturally or through deliberate 
immunization procedures, _ which 
counteract bacteria or bacterial poi- 
sons in the system. 

anticoagulants: drugs which help keep the 
blood from clotting in the vessels. 

antigen: any stimulus that produces defensive 
reactions in the body, creating anti- 
bodies (see antibodies). 

antihistamines: drugs which tend to neutralize 
effects of histamine, a substance ac- 
tive in allergic reactions. 

antiperspirants: preparations which reduce 
the amount of perspiration. 

antiseptic: a drug that tends to prevent bac- 
terial infection. 

antitoxin: a chemical substance in cells and 
blood serum produced as a defense 
reaction to a poisonous substance 
(toxin). 7 

appendicitis: inflammation of the vermiform 
appendix. 

appendicular skeleton: the bones of the arms 
and hands, legs and feet, shoulder, 
and pelvis. 

arteries: the largest class of vessels carrying 
blood away from the heart; arterioles 
are next in size, and capillaries are 
the smallest. 

arteriosclerosis: hardening of the arteries 
through deterioration of the elastic 
tissue components in their walls. 

artificial respiration: methods to keep the pa- 
tient breathing when this normal 
function has ceased. 

ascorbic acid: chemical name for vitamin C. 

asthma: difficulty in breathing, due to allergy 
to food or to substances breathed in; 
also colloquially used for any kind of 
breathlessness. 

atherosclerosis: a disease affecting the lining 
membranes of the arteries. 

«Athletes foot”: a widely prevalent fungus 
infection of the skin on the feet, by 
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no means limited to athletes. 

atomic: referring to the atom, the unit of 
chemical entity. 

atresia: a blocking of a canal or passage, as of 
the ear. 


atropine: a drug derived from the deadly 
nightshade plant; used medicinally. 

audiologist: a person professionally trained in 
testing of hearing and choice of 
hearing aids. 

audiometer: an instrument for testing hearing. 

autonomic nervous system: nerves which con- 
trol smooth (involuntary) muscle, 
glands, and internal organs. 

auxiliaries: organizations, usually of women, 
who act as cooperators and helpers 
in the work of a hospital or health 
agency. 

axial skeleton: those bones including the spi- 
nal column and rib cage. 

axon: the fiber extending from the neuron 
which is longer than the other fibers. 
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bacillus: any of a large group of rod-shaped 
germs. 

balloon technique: the use of inflated balloons 
to apply medication or to change the 
temperature in hollow organs such as 
the stomach or bladder. 

Bang’s disease: Malta fever; brucellosis; an in- 
fection causing abortion in animals 
and a feverish disease in man. 

barbiturate: a class of sedative drugs based on 
barbituric acid; may be habituating. 

BCG: a vaccine made from a living but weak- 
ened strain of tuberculosis bacilli, 
used under certain conditions for im- 
munization where tuberculosis is 
common. 

biliousness: an obsolete term formerly applied 
to all sorts of digestive disturbances. 

bismuth: a metal whose salts may be found in 
hair dyes; also used medicinally. 

bituminous: asphalt or blacktop. 

blood fractions: separated chemical portions 
of the blood used for purposes other 
than transfusion. 

blood grouping: a laboratory procedure to 
classify blood into its various types 
prior to blood transfusion. 

blood platelets: small grayish discs in the 
blood which collect at the site of any 
wound and appear to assist in form- 
ing clots. 

blood pressure: the pressure of blood against 
the inner walls of the blood vessels 
as it is being pumped through the 
circulatory system. ý 

blood typing: the same as blood grouping. 

Blue Cross: the title and emblem of plans or- 
ganized to insure the costs of hospital 
care, 

Blue Shield: the title and emblem of medically 
organized plans to insure the costs of 
medical and surgical treatment. 

boils: germ infections of the skin, usually due 
to the staphylococcus. 

brain waves: tiny, but recordable, electrical 
impulses reflecting neural activity in 
the brain. 

Bright's disease: a common form of kidney 
disease first described by Dr. Richard 
Bright and named for him. 

bronchi: the two cartilaginous branches of the 
trachea (windpipe) which go to the 
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right and left lung respectively. 

bronchial: referring to the branching system 
of breathing tubes leading to and 
into the lungs. 

bronchioles: tiniest branches of the bronchi, 
which have walls of muscle instead 
of cartilage and which terminate in 
the alveoli. 

brucellosis: Malta fever; Bang’s disease; an in- 
fection causing abortion in animals 
and a feverish disease in man. 

bursa: a small sack filled with a slippery fluid 
interposed between parts that move 
one on the other. 

bursitis: an inflammation of a bursa. 
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callus: new growth of bone tissue that sur- 
rounds a break during the process of 
repair; also, a hard, thickened area 
on the skin. 

calorie: in nutrition, a unit used to express the 
fuel or energy value of a given quan- 
tity of a particular food. 

cancellous: resembling  lattice-work; the 
spongy tissue in bones. 

cancer: the Latin for crab; the name of a 
group of diseases which have the 
common characteristic of wild and 
uncontrolled cell growth. 

canker sores: sores in the mouth of unknown 
cause. n 

capillaries: minute blood vessels connecting 
the smallest arteries with the small- 
est veins. 

carbohydrate: one of the major classes of nec- 
essary foods, belonging to the class 
of compounds represented by the 
sugars, starches, and cellulose. 

carbuncle: multiple boils which tend to under- 
mine the skin. 

carcinoma: a cancer that arises from the cells 
of the skin or the lining cells of the 
inner organs. A 

cardiac sphincter: muscle surrounding the m 
trance to the stomach which permits 
food to enter and retains it after it 
has been admitted. 3 

cardiovascular-renal disease: referring to dis- 
ease involving two main organ sys- 
tems at one time; cardio (hearty 
vascular (blood vessel)-renal (kid- 
ney). } 

cartilage: a tissue less hard and more elastic 
than bone, found in joints and else- 
where; commonly called gristle. 

catalyst: substance which induces or speeds up 
a reaction by its presence but itse 
remains intact. , r 

cataract: a clouding of the crystalline lens in 
the eye. aan 

cathartic: a drug that stimulates bowel actio ; 

catheter: a flexible rubber tube used for drain: 
ing bladder or other cavities. aa 

central nervous system: the brain and spina 
cord. : a 

cerebral: referring to the brain, or more ore 
cifically the forebrain, where co 
scious controls center. 


cerebrospinal: pertaining to the brain and spi- 
nal cord. 

cerumen: the wax in the outer ear canal. 

cesarean section: surgical removal of the baby 
from the uterus. é 

chemotherapy: treatment with chemical 
means; drug treatment. 
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chiggers: small biting and burrowing mite 
common in many areas where vege- 
tation occurs. 

chiropractor: a practitioner of a “healing” cult 
based on unscientific theory and un- 
proved assumptions, 

chloramphenicol: an antibiotic drug. 

chloroform: a liquid anesthetic which evapo- 
rates readily and is inhaled. 

chloroquin: a drug useful in the treatment of 
arthritis. 

chlorpromazine: a tranquilizing drug. 

chlorpropamide: (Diabinese) a drug used for 
the oral treatment of certain diabet- 
ics (see also tolbutamide). 

choriocarcinoma: arare form of cancer found 
in women after pregnancy. 

chronic: lasting a long time. 

cobalt: a metal; its isotope, cobalt 60, pro- 
duces radiation useful in treating 
cancer. 

cocaine: a drug derived from coca leaves, 
used as a local anesthetic; also a 
habit forming narcotic. 

codeine: a pain-dulling drug derived from 
opium. 

colic: abdominal distress due to spasms Or ob- 
structions of intestines, gall bladder, 
or ureter. 

colitis: inflammation or spasm of large bowel, 
often due to emotional causes. 

collagen: a general term referring to the struc- 
tural tissues of the body other than 
bone; cartilage, membranes, tendons. 

colloid: finely divided particles of a substance 
suspended in a suitable gas, liquid 
or solid; gelatin like. 

colonic irrigation: high enemas promoted by 
cults and quacks; of limited useful- 
ness and potentially dangerous un- 
less carefully administered under 
medical supervision. 

coma: deep and continuous unconsciousness; 
formerly common in diabetes. 

common cold: a virus infection of the upper 
breathing organs. 

compatible blood: blood from individuals of 
the same blood group or type, that 
can be safely given in transfusion. 

compensation, workmen's: indemnities paid 
by employers through insurance OF 
pines to workers injured on the 
job. 

compulsion: the irresistible impulse for re- 
peated actions, such as washing the 
hands repeatedly, or checking up 
again and again on whether all the 
lights have been turned out at night. 

concussion: an injury, usually to the brain, 
produced by the shock of an explo- 
sion or of violent blows without ex- 
ternal signs of injury. 

cones: specialized cells in the retina of the eye 
which are able to distinguish colors. 

confusion: mental bewilderment more severe 
than just being disoriented Or 

_ mixed-up. 
conjunctiva: the membrane which covers the 
, eyeball and lines the eyelids. 

conjunctivitis: inflammation of the eye mem- 
brane, or conjunctiva. 

connective tissue: the binding tissue of the 
body holding other tissues together 

~ or in proper relation to each other. 

constipation: inability to perform normal 

bowel elimination functions. 


573 


contact receptors: nerves which transmit stim- 
uli only on contact, as touch. 

contraindication: circumstances which suggest 
avoidance of certain medical or sur- 
gical procedures. 

contrast bath: use of alternating hot and cold 
water, usually as a spray. 

convolution: twist or coil of any organ; espe- 
cially one of the prominent convex 
parts of the brain. 

convulsions: unconsciousness accompanied by 
muscular twitching. 

cornea: the clear window at the front of the 
eye. 

coronary: “crownlike,” describing the arteries 
which supply blood to the heart mus- 
cle, and are concerned in (coronary) 
heart attacks. 

cortex: the outer layer of cells of an organ 
such as the adrenal gland or kidney. 

cortisone: a hormone of the adrenal cortex; 
useful in certain forms of rheuma- 
tism and many other diseases. 

coxsackievirus: a virus causing various types 
of infection. 

cranial nerves: those nerves arising directly 
from the brain and exiting through 
an opening in the skull. 

cranium: the cavity that contains the brain; 
the skull. 

croup: a closing of the voice-box due to in- 
fection or spasm. 

cusps: component parts of heart valves. 

cystitis: inflammation of the urinary bladder. 

cystoscope: an electrically illuminated instru- 
ment inserted through the urethra 
by which the bladder may be exam- 
ined and the bladder, ureters and 
kidneys may be treated. 
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dander: the skin particles of animals which 
may cause allergy when breathed. 

dandruff: castoff cells from the outer layer of 
skin, mainly noted in the scalp. 

deafness: loss of hearing. 

deafness, conductive: hearing loss due to in- 
ability of the ear to transmit sounds 
to the nerve ending in the inner ear. 

deafness, nerve: inability of the hearing nerve 
to transmit sound stimuli to the 
brain. 

death rates: the number of deaths per unit of 
population or other frame of refer- 
ence, usually stated as deaths per 
thousand. 

deciduous teeth: the 20 baby teeth. 

decongestant: a drug that will reduce tissue 
swelling. 

deerfly fever: see tularemia. 

delusions: belief in non-existent circum- 
stances. 

dementia: loss of mental capacity due to 
changes in the brain. 

dendrites; fibers extending from the nerve cell 
(neuron); other than the axon. 

dentifrice: a preparation useful in cleaning the 
teeth. 

denture: fixed or removable artificial teeth. 

deodorants: preparations which mask or di- 
minish body odor. 

Department of Investigation, AMA: reposi- 
tory of information about quacks 
and quackery. 
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dependence: the body’s need for a narcotic 
drug. 

depilatory: a preparation for the removal of 
unwanted hair. 

depressant: a drug or other influence that low- 
ers the level of body activity. 

depression: a mental state of deep sadness and 
self-accusation beyond the normal 
reaction to grief or other adverse cir- 
cumstances. 

dermabrasion: removing outer skin layers by 
friction in order to remove or im- 
prove scars, especially those of acne. 

dermatology: the medical specialty dealing 
with the skin. 

dermis: the corium, or true skin, lying just be- 
low the epidermis or surface skin. 

detergents: cleansing agents derived from pe- 
troleum and other sources, which are 
used in place of soap; most are mild 
but some may irritate some skins. 

diabetes mellitus: commonly called sugar dia- 
betes; the inability of the body to uti- 
lize starches and sugars by reason of 
a deficiency in insulin. 

diagnosis: the doctor’s identification of the dis- 
ease or abnormality; a necessary pre- 
liminary to treatment. 

diaphragm: main muscle of breathing; sepa- 
rates chest cavity from abdominal 
cavity. 

diarrhea: frequent loose watery stools. 

diastole: relaxation of the heart muscles after 
contraction. 

diathermy: an electronic method for produc- 
ing heat in body tissues. 

dietitian: a person trained in the scientific 
management of meals, usually in 
hospitals, nursing homes and other 
institutions. 

digestive juices: secretions of the digestive 
tract which act chemically to help 
convert food to forms the body can 
use. 

digitalis: the botanical name for the fox-glove; 
also a basic drug for use in certain 
types of heart disease. 

dislocation: an injury where the bones of a 
joint are wrenched out of place, usu- 
ally tearing the joint capsule. 

disorientation: confusion as to time and place 
where the person finds himself. 

distance receptors: nerves which receive stim- 
uli transmitted over a distance, as the 
eye and ear. 

diuretics: drugs which increase the amount of 
urine excreted by the kidneys. 

donor: one who gives blood for transfusion. 

dope: the common term for narcotic habit- 
forming drugs. 

DPT: the combined immunization against 
Diphtheria, Pertussis (whooping 
cough), and Tetanus (lockjaw); 
commonly called “triple shot.” 

dropsy: the common term for waterlogging of 
the tissues when too much fluid is 
retained in the body (edema). 

drown: to suffocate by immersion in water or 
some other liquid. 

drug: a substance used in the treatment of dis- 
ease or the promotion of better 
health. 

duodenum: the portion of the small intestine 
immediately adjacent to the stomach, 


Topay’s HEALTH GUIDE 


dysentery: two specific diseases caused respec- 
tively by bacteria and by amebae; 
also used colloquially to mean diar- 
rhea from any cause. 

dystrophy: defective nutrition or abnormal 
development or degeneration. 


E 


echovirus: a virus related to influenza which 
causes obscure types of infection. 

eczema: a chronic skin condition of allergic 
origin. 

edema: tissue swelling due to retained fluid; 
commonly called dropsy. 

elastic fibers: fibers capable of returning to 
their original form after being 
stretched or compressed; can ac- 
commodate change in shape. 

electrocardiograph: an electronic instrument 
for recording the action of the heart 
as it discharges minute electrical im- 
pulses.in the course of its muscular 
and valve action; the record itself is a 
tracing called an electrocardiogram 
(ECG). 

electrolysis: the removal of unwanted hair by 
use of a negative galvanic current. 

electron microscope: an instrument through 
which extremely small objects, such 
as viruses, are made visible. 

embryo: an organism in the earliest stages of 
its development; in the human, be- 
fore four months. 

embolism: a blood clot loose in the circula- 
tion, lodging in a small vessel and 
wholly or partially blocking it. 

emollient: a preparation for softening the skin. 

emotional climate: the atmosphere of loving 
care, or the lack of it, which sur- 
rounds a child as he grows up. 

emphysema: a stretching or inflation of the 
lungs, causing breathing difficulties. 

encephalitis: inflammation of the brain and its 
coverings due to a virus spread by 
mosquitoes; popularly called “sleep- 
ing sickness.” 

endocarditis: inflammation of the lining mem- 
branes of the heart. 

endolymph: fluid in the inner ear. ] 

energy deficit: insufficient energy for ordinary 
demands of living. $ 

enuresis: wetting the bed during sleeping. 

enzymes: substances created by living cells 
whose presence aids another process 
within the body or speeds it to com- 
pletion. 

epidermis: the outer, non-vascular, non- 
sensitive layer of horny cells that 
protects the “true skin” or dermis. 

epiglottis: a flap-like structure that lies over 
the opening to the larynx and aids in 
keeping food and other foreign mat- 
ter out of the air passage. 

epilation: removal of hair. 

epilepsy: a disease of the brain and nervous 
system characterized by unconscious- 
ness and convulsions, (grand mal) 
or short partial blackouts (petit 
mal). 5 

epinepthrin: a drug prepared from the inner 
portion of the adrenal gland, more 
familiarly known as adrenalin. 

epistaxis: a nosebleed. 


erythema: abnormal redness of the skin due 
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to local congestion, as in inflamma- 
tion, sunburn, etc. 

esophageal speech: speech learned by persons 
whose larynx has been removed in 
which the stomach and esophagus 
are used in place of the windpipe. 

esophagus: musculo-membranous canal about 
nine inches long extending from the 
pharynx to the stomach. 

estrogen(s): a group of hormones character- 
istic of the female. 

ether: a liquid anesthetic which evaporates 
readily and is inhaled. 

ethmoid: a bone in the base of the skull and 
the sinuses it contains; the latter lo- 
cated between the eyes. 

ethyl chloride: a liquid anesthetic which evap- 
orates very rapidly; this gives a cool- 
ing and local anesthetic effect. 

eustachian tube: a partially collapsible canal 
which admits air from the throat into 
the middle ear and equalizes pres- 
sures on the ear drum. 

excretions: wastes expelled from the body. 

expiration: expelling of breath from the lungs. 

genion sre as an arm, leg, or 

ack. 

extensor: the muscle which straightens a joint 
once it is bent. 

elliptical: oval in shape. 

external respiration: breathing, i.e., the visible 
act of inhaling and expelling breath. 

external skeleton: a bony framework carried 
on the outside of the body; as the 
crayfish. 


F 


fat: an oily substance found in meats, fish, 
cheese, milk, and some vegetables; 
useful for energy and certain essen- 
tial nutrients required by the body. 

ainiuil capable of being dissolved in body 
at. 

feces: the waste products of digestion; ex- 
creted by the lower bowel. 

Federal Food, Drug and Cosmetic Act of 
1938: the legislation and its amend- 
ments under which the Federal Gov- 
ernment helps to protect the con- 
sumer against dangerous products 
and services. 

Federal Register: a periodic publication by 
the National Archives and Records 
Service, a branch of the Federal 
Government, containing important 
news from the Congress and the 

F. Governmental Departments. 

ederal Trade Commission: a body charged 
with enforcement of fair competi- 
tion in business, including medical 
claims for commercially promoted 
medications. i 

feeblemindedness: low mental capacity; 

i mental deficiency. 

enestration: the operation opening the ob- 
structed window (fenestra) between 

añ the middle and inner ear. 

ugreek: a hay-like plant whose seeds are 
used for condiments; promoted as a 
fertili tea by food faddists. 

; ility: the ability to become a parent. m 

ertilization: the union of sperm and ovum 10 

Heian conception. 

ver: elevation of body temperature above 
the normal; also a part of the name 
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of certain diseases, as typhoid fever. 
fibrillation: an irregular, usually rapid, rate of 
citation of the heart muscle. 
fibrositis: inflammation of any fibrous tissue. 
flammable: likely to burn. 

flexion: bending, as an arm, leg, or back. 

flexor: the muscle which bends a joint. 

fluoride, fluroidation: a chemical substance 
found in some natural waters, which 
when present in one part per mil- 
lion, aids in preventing dental 
caries. Deficiencies may be cor- 
rected by adding fluoride to the 
water supply. 

Food and Drug Administration ( U.S. Depart- 
ment of Health, Education and Wel- 
fare): charged with protection of the 
public against dangerous, mislabeled, 
misrepresented, or contaminated 
food, drugs, and cosmetics. 

fovea: a pit or depression; fovea centralis is 
a point in the center of the eye’s 
retina where the most distinct vision 


occurs, 

fracture: a broken bone; compound fracture, 
one where the bone is exposed; sim- 
ple fracture, where the bone does not 
penetrate the skin; comminuted frac- 
ture, where the bone is shattered; 
greenstick, where the bone is bent 
and splintered on one side, 

frigidity: literally “coldness,” especially sexual 
indifference. 

frontal: in front, as the forehead; the sinus or 
hollow in the frontal bone of the 
skull. 

frostbite: devitalized skin or deeper areas due 
to exposure to cold. 

frustration: the condition that results when 
the satisfaction of attainment is 
blocked or prevented. 

fulcrum: the fixed point against which a lever 
operates. 

functional: said of a disease or condition that 
shows no demonstrable body 
changes. 

fungus: a microscopic plant growth; some 
fungi are capable of producing dis- 
eases, others like penicillium, © 
helping to overcome them. 

furuncle: a staphylococcus infection com- 
monly called a boil. 


G 


— 


galactosemia: a birth defect which causes 
some babies to show mental retar- 

dation if they drink milk. | 

gamma globulin: a protein substance in blood 
serum, concerned with immunity 
against infections. 

ganglion: a collection of neurons and fibers 
forming a subsidiary nerve center 
within a main nerve system. 

gas: a substance in the form of vapor; many 
are poisonous. 

gastrointestinal: referring to the stomach and 
the intestines. 

gingivitis: inflammation of the gums. 

glaucoma: a disease of the eye, characterized 
by increased fluid tension in the eye 
and loss of vision, which may be 
prevented by early detection. 

globulins: a group of proteins found in animal 
tissues which differ from the albu- 
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LSD-25). 
Harrison Act: a law controlling the sale, pos- 
session, and prescribing of habit- 


kahega Feta ini to combat 


ba feet the Tm ot slr aecting te 
lever: orm fecting 
po 5 7 ANNA ETSE sare 
health foods: a term used by faddists and 
motets; there aré 120 keakts foods sa 
le PAURES eee some of 


costs of medical, surgical, and 
hospital care, and sometimes nursing 


home care 
heat exhaustion: a state of shock due to exces- 
ive dehydration and salt loss. 


sive 

heat stroke: (see sunstroke) 

hematoma; a circumscribed collection of 
blood in the tissues, as with a bruise, 

hemisphere (of the brain): either lateral half 
of the brain. 

hemoglobin: the coloring matter of the red 


corpuncies which has a strong 
for oxygen and is wed to carry i 
the body tisugs. 

hemorrhoids: varicose veins about 
commonl 


hernia: an imperfection in body 
miting organs to be 
areas where they do not 


- E 


in the United States. 


hiccups: spasms of the diaphragm uwaliy 
ias to irritations in upper mal 


hay, eo pt ao 
tory, medical: y 

erations, accidents, iry other 

nent experiences of the 

of his forebears insofar as the 


emotional upsets. 
horny layer: the epidermis, or no ve 
Outer skin layer which protects 
true skin, or dermis. -s 
house dust: the mixed dusts which ace 
in the air of dwellings and & 
lergic reactions in some 
humectant: a preparation i 
A moisture in the skin. 
umerus: bone of the upper arm. 
hydrochloroquine: a drug useful in the treat 
hydroph =— of arthritis. 4 
yi ja: See rabies. P 
hygienist: a person technically trained in the 
principles of heshhror 
assistant to a pr i i 
; for e le, industrial 
gicnist, dental hygienist. 
hyperplasia: overgrowth in numbers of tissa 


cells. 

hypertension: high blood pressure. 
hypertrophy: enlargement, as of a muscle. 
hypnosis: a state of conscio 
accompanied by a dependence up 
the hypnotist. k 
hypnotic: something, usually a drug, that h 

i 


imaginary disease in himself. 
hysteria: the conversion of mental or em 
tional illness into physical s) 
such as blindness, p: = 
to be confused with the co 
term “hysterical.” 


I 


immunity: the capacity of the body to P sis 
P infection. ‘nat 
immunize; to protect against a commun 
disease by having it and recoverim 
or by taking vaccine or other protes 
tive agents which stimulate n 
body resistance. be 
impetigo: a superficial, highly-contagious $% 
infection. à 


£ impotence: absence or failure of the © pul: 


tive function in the 
indigestion: digestive distress or upset due ™ 
many different causes. — 
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the hollow or sinus in that bone. 
medical social workers: trained persons who 
assist in solving the financial and so- 
cial problems of the sick, in hospital 
or out. 
medication: drugs taken internally or applied 
externally, as distinguished from 
other forms of medical treatment. 
melancholy: a state of sadness. 
melanin: a dark pigment occurring naturally, 
though in varying amounts, in skin 
or in body parts such as the eye, hair, 
etc., or from “suntanning.” 
melanoma: a malignant growth arising from 
pigmented tissue, usually a certain 
type of skin mole. 
mellitus: a derivative from the Latin for 
honey; applied to the sweet taste of 
urine in diabetes mellitus. 
membrane: thin layer of fibrous tissue sur- 
rounding a part, or separating ad- 
jacent cavities. 
membrane, serous: a connective tissue sheet 
lubricated with slippery serum. 
Meniere's disease (or syndrome): disturbed 
hearing and balance due to disease of 
the inner ear. 
meningitis: inflammation of the covering 
membranes of the brain and the spi- 
nal cord. 
mental deficiency: lowered mental capacity; 
feeblemindedness. 
meprobamate: a tranquilizing drug. 
metabolism: the process of transforming food- 
stuffs into tissue elements and into 
energy for use in body growth, re- 
pair, and general function. 
metastasis: the wandering of malignant tumor 
cells through circulatory channels to 
remote areas, where a secondary tu- 
mor may start growing. 
microorganism: a general term covering mi- 
croscopic forms such as germs, vi- 
ruses, etc. 
migraine: a severe type of headache, often 
one-sided and sometimes accom- 
panied by visual disturbances. 
mineral: a metallic substance found in nature; 
many minerals are essential for hu- 
man and animal nutrition. 
molds: fungi which produce spores; some may 
cause allergies. 
mononucleosis: an infectious disease of young 
adults and adolescents sometimes 
called the “kissing disease.” 
morphine: a pain-dulling drug derived from 
opium. 
motion sickness: an illness due to motion in 
trains, automobiles, ships, planes, 
buses and swings; characterized by 
nausea and dizziness. 
motor nerve: a nerve whose function is to 
contract muscle to produce motion. 
mouthstick: a device for use by persons who 
have no functioning hands. 
mouthwash: a pleasant preparation useful for 
rinsing the mouth, but of no medic- 
inal value. 
multiple sclerosis: a neryous system disease of 
many symptoms, due to deterioration 
and hardening (sclerosis) of brain 
and nerve tissues. 
mumps: a virus infection of the salivary 
glands; sometimes affecting the sex 
glands, the female breasts, and the 
pancreas. 
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muscoloskeletal: referring to the framework 
of the body, including muscles and 
skeleton. À 

muscular dystrophy: a disease in which mus- 
cle tissue gradually wastes away. K 

mutilation: the loss of a member or portaa A 
the body. 7 

myasthenia gravis: severe muscle weakness of 
a specific type. 

myositis: inflammation of muscular tissue, 


N 


NA: Narcotics Anonymous, a group fash- 
ioned after Alcoholics Anonymous 
to help former narcotic addicts. 

narcotics: drugs which induce sleep or depress 
body functions. iS 

nasopharnygoscope: an electrically-lighted in- 
strument for examining the naso- 
pharynx. 

nasopharnyx: the upper part of the throat, be- 
hind the nose. ] 

naturopath: a practitioner of a healing 
which relies on so-called 
methods—diet, air, sun, and water— 
to treat disease; naturopaths do not 
have a medical education. y 

nephritis: literally an inflammation of the kid- 
ney but loosely used to cover other 
kidney diseases. 

nervousness: an inaccurate term covering al- 
most anything for which no other 
cause can be found. Í 

neuresthenia: an out-moded term for chronic 
fatigue and weakness; the cause of 
these symptoms is now sought in con- 
cealed disease conditions. p 

neurology: the medical specialty concerned 
with the physical diseases of the 
brain and nerves. 

neuron: a nerve cell. d s. d 

neurosis: an abnormal way of meeting a situa- 
tion; an emotional disorder. a 

ih a a drug which reduces spasm in 
the arteries. E 
nitrous pade a anett gas commonly 
cal. aughing gas. A Ky 
non-striated (smooth) muscles: the involun- 
tary muscles controlling actions of 
the internal organs. “i 
norm, normal: as it ought to be. 
nostrum: literally “our”; a quack or secret 


medicine. of 
nurse, practical: a trained Jama capable of — 
performing limited nursing services 


under supervision. 

nurse, registered: a hospital graduate, often 
with some college education, regis- 
tered as a nurse by the state. 

nurses’ gee trained yo employed in 
pitals to perform non-m serv- 
ices such as making serving 
meals, etc. 


o 


obesity: overweight, usually applied to weights aa y 
more than 15 per cent above nor 
mal, and due man to fat rather 
than bone and muscle. 

obstetrics: the medical specialty concerned 
with the care of the pregnant woma 


back. 
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occlusion: the closing of a tube or duct, such 
as a blood vessel. 


oculist: an eye physician or ophthalmologist. 
ophthalmologist: a doctor of medicine ial- 


izing in eye diseases, also an 
oculist and eye physician. 
ophthalmology: the medical ialty con- 


cerned with diseases of the eye and 
conservation of vision. 

opiates: the group of drugs obtained from 
opium; also sometimes used loosely 
to refer to all sedatives. 

optician: a maker of lenses and optical in- 
struments, 

optimum: the most desirable state of affairs. 

optometrist: a technician trained in the behav- 

ior of light, and in fitting glasses, but 
not in diagnosing nor treating eye 
diseases; not a doctor of medicine, 

oral surgery: surgery in and about the mouth. 

orderly: a male hospital attendant, often with 
limited nursing training. 

organic (disease); a disease accompanied by 
changes in body structure. 

origin (of a muscle); the attachment which 
remains relatively fixed during con- 
traction, 

ornithosis: disease acquired through birds; 
also, “parrot” fever, a virus disease 
transmitted by parrots and related to 
birds. 

orthodontic: referring to corrective dental 
work beyond the filling of cavities 
or extraction of teeth. 

orthodontist: a dentist who corrects irregu- 
larities of the teeth and poor “bite.” 

orthopedics: the medical specialty concerned 
with the bones, joints, and other 
supporting tissues. 

osteo-arthritis: the common, usually non- 
crippling form .of arthritis due to 


aging. 

osteoblast: cell concerned with forming new 
bone material and repairing old. 

osteoclast: cell which eliminates bone tissue 
not needed for skeletal strength and 
efficiency, as after injury or fracture 
has healed and left superfluous bony 
ridges. 

osteocyte: a bone cell carrying on continuous 
maintenance activity within the 
bone. 

osteopath: a practitioner of a system of treat- 
ment based originally on a faulty 
theory of vertebral displacement; 
most osteopaths no longer hold 
theory; some are qualifying as doc- 
tors of medicine. 

otologic: referring to the ear (otology, otolo- 
gist are derivatives). S 

otosclerosis: deafness due to obstruction of 
the opening (window) between the 
middle and inner ear. 

out-patient service: care of patients in hos- 
pital clinics without admitting them 
to a hospital bed. $ 

oxidation: the chemical process of uniting 
with oxygen, or burning; in the body 
this takes place in many ways. 


P 


Pacinian corpuscles: elliptical, semitranspar- 
ent bodies that occur along the 
nerves supplying the skin, especially 
of the hands and feet, and record 
deep pressure stimuli. 
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pain receptors: bare nerve endings in the 
tissue cells of skin and other organs, 
though not present everywhere in the 
body. 

paired organs: organs of which the body has a 
pair: eyes, kidneys, sex glands, lungs, 
etc 


palliation: treatment which improves the a 
tient’s feelings without curing hi 


disease. 

palpitation: excessive consciousness of the 
heart beat. 

palsy: the lar term for alysis, espe- 
cially if there is ing or tremb- 


ling associated = it. D 
pancreas: the principal digestive gland, situ- 
ated Bhindi the stomach; also the 
location of the islands of Langer- 
hans, which furnish the internal 
secretion insulin, by virtue of which 
the body is able to make use of 


sugars and starches. 

Pap test: short for Papanicolau test, named 
after the discoverer; it consists of 
examining smear specimens of body 
secretions for the early detection of 
cancers. 

Paraguay tea: a decoction made from the 
South American herb maté; of no 
special medicinal value. 

paralysis: loss of nervous function, especially 
loss of motion. 

paramedical: services related to medicine 
and performed by technically trained 


persons. 

para-aminosalicylic acid (PAS): a drug useful 
in the treatment of tuberculosis. 

paranoid: pertaining to type of mental ill- 
ness in which suspicion plays an 
important part. 

parasympathetic nerves: those nerves which 
reverse the action of the sympa- 
thetic nerves; also a part of the 
autonomic nervous system. A 

Parkinson's disease, parkinsonism: a brain 
disease ecting the nerves and 

gh them the muscles, with 
stiffness and trembling. 

parrot fever: a virus infection transmitted by 
bird, especially parrots and related 
species. 

pasteurization: the Eni of milk or other 
fluids containing bacteria to a point 
that destroys the organisms without 
affecting the medium. Named after 
Louis Pasteur, its originator. 

patch test: a means of determining skin sen- 
sitivity or general allergy, used in 
diagnosis and as a test for safety of 
hair dyes. 

“patent” medicine: a commercially-promoted 
drug ser rice of secret composi- 
tion, NOT patented, since patent- 
ing would require disclosure of its 
composition, which usually consists 
of common and well-known drugs 
or of largely worthless and out- 
moded herbs and other substances. 

pathological: abnormal tissue conditions, 
characteristic of disease. 

pathology: the identification of abnormal 
tissues and processes. 

pediatric: the medical specialty concerned 
with the diseases of children, up to 
18 years of age. 

pediatrician: a medical specialist who treats 
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children, primarily up to the age of 
18 years. 

pedodontics: treating the teeth of children. 

peer: an associate of about equal age; con- 
temporary. 

pelvic girdle: the ring of bones which form 
the hips and lower abdominal area. 

pemphigus: a skin disease which affects the 
general health; it causes blisters. 

penicillin: the first and most widely used anti- 
biotic; a product of the bread-mold 
penicillium. 

pep pills: stimulating drugs used to keep the 
person from falling asleep; they are 
dangerous and may be habit form- 
ing. 

peptic ulser ulcers in the stomach and the 
duodenum. 

perfusion: the introduction of fluids into tis- 
sues by their injection into arteries; 
specifically, injection of drugs for 
treatment of cancer. 

periodontics: treatment of disease in tissues 
around the teeth. 

peridontitis: inflammation of tissues sur- 
rounding the teeth, sometimes caus- 
ing loosening of the teeth. 

periodontosis: wasting away of the bone sur- 
rounding the teeth, with consequent 
looseness of the teeth. 

periosteum: membrane covering surfaces of 
bone, except where ligaments are 
attached or where bone becomes 
cartilaginous. 

peripheral: away from the center, as the 
nerves and blood vessels in the arms 
and legs. 

peripheral nervous system: continuing on 
from the central nervous system, 
and including nerves running to the 
sense organs, heart, and internal 
organs, and the skeletal muscles. 

peristalsis: wave-like motion of esophagus, 
stomach, and intestines which keeps 
the food material moving. 

peyote: a stimulating drug derived from the 
mescal weed, used by the Indians in 
religious ceremonials; misused for 
“kicks.” 

phagocyte: a white blood cell which destroys 
bacteria and tissue debris. 

pharmaceutical: pertaining to drugs and 
pharmacy; a drug. 

pharmacist: a person trained in the handling 
of drugs and the compounding of 
prescriptions, and licensed by the 
state, 

pharynx: the space at the back of the mouth, 
generally called the “throat,” which 
extends upward to meet the nasal 
cavities and is continuous with the 
esophagus and the larynx going 
downward. 

phobia: a morbid fear, with or without foun- 
dation; in relation to disease, cancer- 
phobia for example. 

Photosynthesis: the process by which green 
plants use light to form carbohy- 
drates from the carbon dioxide and 
water in the air. 

physical medicine: the use of physical agents 
in treating disease; light, heat, water, 
massage, and exercise. 

physiotherapy: treatment based on physical 
agents—light, heat, electricity, mas- 
sage, vibration, water, and exercise. 
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pigment: coloring matter in the skin, hair, 
and eyes. 
pitchman: a promoter, usually posing as a 
health lecturer, for food fads or 
other forms of quackery. 
pituitary: the principal gland of internal se- 
cretion, located under the middle of 
the lower surface of the brain. 
PKU (Phenylketonuria) disease: a birth de- 
fect in body chemistry causing re- 
tardation unless discovered. 
placenta: the special organ which nourishes 
the unborn; the “afterbirth.” 
plasma: the liquid portion of the blood, 
plastic: pliable; also a synthetic substance 
adaptable to many purposes, such as 
nylon, orlon, vinyl, etc. 
plastic surgery: surgery aimed at restoring 
lost function and in some instances 
improving personal appearance. 
poison ivy: skin irritations due to toxic oils 
in this common wild plant. 
poison oak: skin irritations due to toxic oils 
in this common wild plant. 
polarization: referring to light, a condition 
in which the vibrations all take 
place in one plane; it reduces glare 
in glasses and mirrors. N 
pollen: the male cell of certain plants, dis- 
tributed by the wind; some pollens 
cause allergies in certain persons. 
pollution: the spoiling of a natural resource 
such as air or water by noxious or 
dangerous contaminants, 
polyp: an abnormal growth from a mucous 
membrane, usually not cancerous, 
but occasionally malignant. 
pox: any eruptive disease: smallpox, great- 
pox (syphilis), chickenpox. 
precancerous: referring to body conditions 
which might develop into cancer, 
such as chronic sores, irritations an 
certain recognizable tissue changes. 
preventive medicine: efforts to avoid the de- 
velopment of illness, practiced by 
all physicians. x y 
proctoscope: an electrically lighted instru- 
ment by which the larger bowel can 
be examined and treatment per 
formed. fos 
prognosis: the doctor's forecast of the pro 
able future course of illness. h 
prostate: the gland which surrounds the 
bladder opening in the male; com 
monly miscalled prostrate. li- 
prosthodontics: the creation of special appt 
ances to compensate for oral m 
formations. s 
protein: a food substance based on oar 
pounds of nitrogen, essential R 
body growth and maintenan a 
found mainly in meats, fish, Be 
poultry, cheese, and the legumin 
vegetables. 
protoplasm: the living matter of cells and 
tissues. care 
pseudohypertrophic: giving a false app 
ance of enlargement. , $ 
psittacosis: “parrot” fever; a virus ae 
spread by parrots and related : ae 
psoriasis: a chronic disfiguring skin a ade 
psychiatrist: a doctor of medicine Wit ai 
vanced training and experie yr 
the diseases of the mind and dis 
bances in the emotions. 
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psychiatry: the medical specialty concerned 

with diseases of the mind and prob- 
lems of emotional character. 

psychoanalysis: a division of the specialty of 
psychiatry, involves prolonged ex- 
ploration of the patient’s personality. 

psychologist: a person, not a physician, who 
has been trained in the study of 
human behavior and psychology. 

psychosis: a specific mental illness. 

psychotherapy: treatment aimed at helping 
the patient solve his psychic and 
emotional problems. 

psychosomatic: a term describing a disease 
in which mental or emotional (psy- 
cho) influences produce or aggra- 
vate physical (soma) changes. 

puberty: the time of maturing of the sexes. 

pulp, dental: the inner substance of a tooth 
including the nerve. 

pupil: the opening in the colored layer of the 
eye through which light passes. 

purin bodies: constituents of proteins most 
common in red meats, and internal 
glandular organs such as sweet- 
breads; important in cases of gout. 

purpura: a blood condition which causes 
bleeding under the skin and into 
other tissues, such as joints. 

pusher: a seller of illegal narcotic drugs. 

pustule: a pimple. 

pyelonephritis: inflammation of the body of 
the kidney. 3 

pyloric sphincter: muscle surrounding the 
opening at the lower end of the 
stomach. 


Q 


Q-fever: an infectious fever transmitted from 
cattle, sheep, and goats by ticks or 
carried by air and breathed in. 

quack: a person, usually not a physician, who 
pretends to have medical knowledge 
and experience which he does not 
possess, for the purpose of defraud- 
ing patients for his own profit. 

quacksalver: one who “quacks” (sells) his 
salves; a medical huckster; usually 
shortened to quack. 

quarantine: the period of isolation for pre- 
venting the spread of communicable 
disease; gradually being used less 
and less as better methods become 
available. 


R 


rabbit fever: See tularemia. 

rabies: a serious virus infection transmitted 
from many wild and domesticated 

i animals to man. 

radiation: the invisible energy rays and par- 
ticles given off by X-ray, radium, 
and radioactive isotopes of various 
substances. 

radiology: the medical specialty concerned 
with use of radiation in diagnosis 
and treatment of disease. 

radium: a source of radiation useful in treat- 
ing disease. 

ragweed: a common inconspicuous weed 
whose wind-blown pollen is one of 
the main causes of autumn hay 
fever. 
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reaction: a term indicating undesired and un- 
pleasant effects from a drug or 
other medical procedure. 

receptor cells: specialized cells that collect 
information for the organism. 

receptors: peripheral nerve endings in the 
skin and the special sense organs 
which enable the human organism to 
detect stimuli. 

red blood cells: minute, circular discs floating 
in the blood which carry oxygen to 
the tissues and carbon dioxide away 
from them; also called red cor- 
puscles. 

red marrow: found in the interstices of can- 
cellous bones. 

reflex: an involuntary response in which a 
stimulus is received by a nerve, 
transmitted, and finally translated 
into muscular activity—all in a frac- 
tion of a second. 

reflex arc: the mechanism necessary for a 
reflex action. 

refraction: the behavior of light rays passing 
from a medium of one density to one 
of another; also the process of test- 
ing the eyes for fitting spectacles or 
contact lenses. 

regimen: a program of healthful living and 
medical care. 

rehabilitation: restoration to the best possible 
functioning state after serious illness 
or injury. 

rejection phenomenon: the tendency of the 
living body, animal or human, to 
destroy tissues from another indivi- 
dual or animal when transplanted. 

rejuvenators: preparations Or methods sup- 
posedly capable of returning lost 
youth; they are worthless. 

reserpine: a tranquilizing drug derived from 
the Indian snakeroot. 

resident physician: a senior physician-in- 
training in a hospital or an em- 
ployed physician who lives in the 
hospital. 

residual: remaining after a disease or injury, 
as “residual” disability. 

respiration: the total process by which oxy- 
gen is absorbed into the system and 
the oxidation products, e.g., carbon 
dioxide and water vapor, are given 
off; the outward signs of this process 
are the inhaling and exhaling of air. 

respirator: a device using alternate pressure 
and vacuum to help patients breathe 
when they have had a paralyzing 
illness or injury. 

respiratory: referring to the breathing organs. 

retina: a layer of light receptive nerve tissue 
at the back of the inner surface of 
the eyeball on which the visual 
image is focused. 

Rh factor: a characteristic of blood which is 
of importance in pregnancy. 

rheumatic fever: an acute, severe illness usu- 
ally following a severe sore throat; 
not the same as rheumatism. 

rheumatoid: a severe and often crippling 
form of arthritis. 

rhythm: family spacing by limiting sexual 
intercourse to the relatively infertile 
phases of the menstrual cycle. 

ringworm: a fungus infection of the skin, 
hair, and nails. 
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rods: specialized cells in the retina of the eye 
that are sensitive to fine degrees of 
light and dark. 

rose hips: the fruit or seed of a rose, used 
in pharmacy and promoted by food 
faddists. 

roundworms: intestinal worms which infest 
children usually through contact 
with infested pets, especially dogs 
and cats. 

rubella: German measles, one-day measles. 

rubeola: “red” measles, five-day measles. 

rupture: see hernia. 


S 


salivary glands: six in number and located 
three on each side of the mouth, 
they secrete the saliva which moist- 
ens the food during chewing and be- 
gins the digestive process. 

salmonella: a group of bacteria causing gas- 
trointestinal infections and food 
poisoning, related to the cause of 
typhoid fever. 

sanatorium: a special hospital for the treat- 
ment of tuberculosis patients (see 
also sanitarium). 

sanitarium: an older term for a mental dis- 
ease hospital. 

sanitation: the proper disposal of all wastes 
and noxious matters and proper 
cleanliness in regard to environment, 
especially foodstuffs. 

sarcoma: a malignant (cancerous) tumor 
arising from bone, muscle, or other 
framework tissue in the body. 

schistosome: a parasite present in fresh 
water, which causes swimmers’ itch, 

sclerosis: a hardening of a tissue, as in a 
scar. 

scopolamine: a drug derived from the deadly 
nightshade, related to atropine; com- 
monly called “truth serum.” 

screening: rapid superficial examination of 
groups of persons to identify those 
most in need of medical care. 

Scuba: Self-Contained-Underwater-Breathing 
Apparatus; used for sustaining 
underwater diving and swimming 
for sport and industrial purposes. 

seborrhea: a disturbance of the oil glands in 
the skin. 

sebum: the oily secretion from sebaceous 
glands in the skin. 

secretions; the products of glandular organs. 

sedative: a calming effect, often induced by a 
drug. 

sedentary: literally “seated,” used to indicate 
insufficient physical activity. 

sensitization: changes in the body due to ex- 
posure to a drug or a protein sub- 
stance which cause the body to react 
violently to subsequent contacts with 
the same. 

sensory nerve: a nerve which conveys im- 
pulses from sensory end organs near 
the periphery to the nerve centers. 

septum: a dividing wall of tissue such as that 
between the two sides of the nose or 
the right and left sides of the heart. 

serum: the clear, yellowish fluid of the blood 
which is left after blood clots in a 
test tube. 

sheath: a membrane covering or “wrapping” 
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an organ, muscle, or other structure. 

shock treatment: electric current passed 
through the brain; also induced by 
injections. 

shot: a vernacular term for an injection; used 
also to denote a dose of a narcotic, 

sibling: a brother or sister. 

sign: an evidence of disease or abnormality 
observable by the physician, as dis- 
tinguished from a symptom felt by 
the patient. 

signal: instruction or direction sent from the 
brain. 

sinus: a space or cavity, such as the hollows 
in the bones of the head; or a simi- 
lar space elsewhere in the body. 

skeleton: the bony framework of the body. 

smallpox: a serious and highly contagious vi- 
rus disease. 

socialization: adaptation of an individual 
toward getting along with others. 

sodium bicarbonate: baking soda. 

sodium chloride: ordinary table salt. 

soft palate: the rear portion of the roof of the 
mouth. 

solar energy: the light or heat from the sun 
which is capable, when properly har- 
nessed, of doing work, providing 
fuel, etc. 

soluble: capable of being dissolved; water- 
soluble, in water; fat-soluble, in fats 
or oils, etc. È 

solvent: a substance capable of dissolving 
other substances; water, alcohol, and 
oils are solvents. 

sorbitol: an alcohol; used as a skin softener 
and as an artificial sweetener for 
foods. 

sound: sensation produced in the ear when 
certain vibrations (sound waves) are 
caused in the sourrounding air. — 

spectrum: the breakdown of white light into 
colored bands; also indicating the 
range of effectiveness of drugs. 

sphenoid: a bone in the skull and the sinuses 
it contains, located behind the nose 
in the center of the head. | 

sphincters: ring muscles which encircle the 
openings of certain organs like a 
purse string and permit opening an 
closing; found particularly in the 
gastrointestinal tract. i 

spinal cord: the nerve structure ron 
within the spinal canal of the spina 
column. > 

splint: a rigid device for holding broken 
bones in place or easing pain 1n cers 
tain rheumatic diseases. 

spores: seed-bodies of fungi, often the cause 
of allergic symptoms. By 

sprain: an injury to ligaments around a joint. 
often including small fractures. 

stapes: one of the three tiny bones m the 
middle ear which transmit soun 
vibrations. 3 a 

staphylococcus: a pus forming germ co 
cerned in many ordinary infections. 

sterile: free from germs or viruses; also, 1- 
capable of procreating. 

sterility: the condition of Hayes eae 

stethoscope: a simple instrumen 
aie, donne from within the os 
or other parts of the body to 
ears of the physician. , hat 

stimulant: a drug or other influence t 
raises the level of body activity. 
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stimuli: goads to incite action, exertion, or re- 
sponse from an organism. 

stomatitis: inflammation of the mouth. 

strabismus: squint, more commonly called 
crossed eye; also “wall” eyes. 

strain: a stretching injury of a muscle or its 
tendon. 

stratum lucidum: translucent layer of the epi- 
dermis. 

streptomycin: an antibiotic useful in treating 
tuberculosis and other conditions. 

“strep” throat: a severe sore throat due to in- 
fection with the streptococcus Or- 
ganism. 

stress: circumstances which put a person un- 
der pressures which may have unfa- 
vorable influence on his physical, 
mental, or emotional health. 

striated muscles: striped or voluntary muscles 
viri are subject to control by the 
will. 

stroke: brain injury from rupture, blocking 
or spasm of an artery; also applied 
to similar tissue elsewhere, as in the 
heart (coronary) or other organs. 

stuttering: a speech habit that is normal in 
small children and is usually out- 
grown if not emphasized by parents. 

stye: an inflammatory condition of an eyelash 
follicle. 

subarachnoid: the space between the brain 
and its innermost covering mem- 
brane. 

sucrose: a complex sugar; common table 
sugar. 

sulfa drugs: properly called sulfonamides; 
drugs derived from a dye substance; 
they help control certain types of 
bacterial infection. 

sulfonamide: a class of drugs based on a dye- 
stuff, effective against certain germ 
infections. 

sunstroke: brain injury from excessive expo- 
sure to sun and heat characterized 
by high fever, dry skin and uncon- 
sciousness. 

suture (cranial): line of joining or closure of 
the skull’s bones. 

sympathetic nerves: that portion of the auto- 
nomic nervous system which stimu- 
lates the involuntary (smooth) mus- 
cles of the body to activity. 

symptom: something abnormal that the pa- 
tient feels, as distinguished from evi- 
dences observable by the physician 
(See also “sign”). 

synapse: the intertwining of terminal branches 
of neurons so that nerve impulses 
may pass from one to the other. 

syndrome: a commonly observed combina- 

___ tion of symptoms. 

syphilis: an infection with a spiral-shaped 
germ, spread by sexual and other 
personal contact. 

systemic: influencing or affecting the body as 
a whole. 

systole: contraction of the heart muscles to 
squeeze blood out. 


T 
taste buds: nerve organs on the tongue which 
enable the person to distinguish 
tastes. 
technician: a person skilled in procedures Te- 
quiring special knowledge and train- 
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ing and which are applied under 
medical supervision; x-ray and labo- 
ratory technicians are two examples. 

tendon: band of dense, fibrous tissue form- 
ing the end of a muscle and attaching 
the muscle to the bone. 

tenomyositis: inflammation of a muscle or 
muscles and their tendon. 

tenositis: inflammation of a tendon. 

tenosynovitis: inflammation of a tendon and 
sheath. 

testimonial: a written or spoken endorsement 
of a drug or other medical treatment 
by a patient, usually one not quali- 
fied to judge. 

therapist: a person trained to give therapy 
(treatment) by physical means (heat, 
light, water, massage, and exercise) 
or by teaching the patient to use his 
muscles in performing occupational 
exercises incidental to the making of 
some object or performing some use- 
ful service. 

therapist, occupational: one who directs reha- 
bilitation through constructive occu- 
pations which help overcome physi- 
cal or mental disabilities. 

therapist, physical: one who uses physical 
means: light, water, heat, massage, 
exercise. 

therapist, speech: one who deals with speech 
problems. 

therapy: the medical word for treatment. 

thermal: pertaining to heat. 

thermostat: a device, usually electronic, which 
controls temperature of air or water. 

thoracic surgery: surgery involving the organs 
in the chest. 

thrombosis: the complete or partial blocking 
of a blood vessel by clot formation. 

thymus gland: a structure lying beneath the 
breast bone, which normally disap- 
pears at or about birth. 

thyroid gland: a butterfly-shaped gland in the 
front of the neck which regulates the 
body chemistry and helps control 
growth and maturing. 

tic: a twitching, especially of facial muscles; 
a habit spasm. 

tick: a skin parasite common in wooded and 
brushy areas, which infests animals 
and man; some cause tick fever. 

tinnitus: ringing in the ears, Or other ear 
noises. 

tolbutamide: (Orinase) a drug used for the 
oral treatment of certain diabetics 
(see also chlorpropamide, Dia- 
binese). 

tolerance: the ability to take increasing doses 
of a drug by reason of the diminish- 
ing effect which occurs with use. 

tolerance test: observation of the ability of a 
person to take a large dose of sugar 
and utilize it effectively. 

tonsils: lymphoid structures in the throat, be- 
hind the nose (adenoids), and on the 
base of the tongue which protect 
against breathed or swallowed in- 
fection until they themselves become 
infected. 

tourniquet: a constricting band about a limb 
to control severe bleeding. 

toxic: poisonous. 

toxoid: a toxin that has been deprived of 
power to injure but which still stimu- 


lates immunity formation. 
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trachea: the windpipe; air from the nose or 
mouth passes into it via the larynx. 

trampoline: an apparatus for tumbling con- 
sisting of a frame on which a sheet 
or web of canvas is stretched by 
means of elastic ropes or springs. 

tranquilizers: drugs which calm disturbed ner- 
vous reactions. 

transfusion: the transfer of blood plasma or 
blood with matching type and char- 
acteristics to a patient from another 
individual or a blood bank. 

transplantation: the replacement of a diseased 
organ with a similar organ from an- 
other person. 

tremor: trembling. 

tuberculin test: a skin test which shows 
whether or not an individual has re- 
ceived tubercle bacilli in his body. 

tuberculosis: any infection with the tubercle 
bacillus. 

tularemia: a disease of wild animals which in- 
fects man through breaks in the skin. 

tumbling: a gymnastic exercise best described 
by its name. 

turbinates: baffies in the nose which increase 
its mucous surface. 

tympanum: the ear drum. 

typhoid fever: a generalized infection with an 
organism of the salmonella group. 


U 


ulcer: a sore; either on the skin or on the mu- 
cous membrane of any internal or- 
gan; in the stomach and intestine 
such a sore is called a peptic ulcer. 

unsaturated fats: fats which have a lower con- 
tent of hydrogen than saturated fats; 
unsaturated fats are vegetable in 
their origin. 

uremia: a disease state due to accumulation of 
wastes in the blood and tissues con- 
sequent upon kidney failure. 

uric acid: end result of body use of proteins 
rich in purin bodies; gout is the only 
Aa of arthritis which involves uric 
acid. 

urinary disinfectant: a drug that tends to clear 
the urine of bacteria. 

urology, urologist: the medical specialty and 
the specialist concerned with diseases 
of the urinary tract. 

urticaria: hives. 

“used” blood: blood that has traveled through 
the body and exchanged its supply of 
oxgyen for carbon dioxide, 

uvea: the pigmented (colored) layer of the 
eyeball. 


V 


vaccination: any immunization by means of a 
vaccine; commonly applied to small- 
pox vaccination. 

vaccine: a preparation of living, weakened, or 
killed microorganisms or viruses, 
used in prevention of disease through 
immunizing of persons likely to be 
exposed. 

valve: a device permitting control of an open- 
ing so as to allow free passage one 
way, but not in the other. 

varicella: chickenpox. 

varicose: a dilated portion of a vein. 
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variola: smallpox. 

vasodilator: a drug that causes the smaller 
blood vessels to relax and increase 
in diameter. 

vasomotor nervous system: the nerves which 
control the size of blood vessels with- 
out conscious effort on the part of the 
person. 

veins: largest category of vessels carrying 
blood to the heart; next in size are 
venules and capillaries. 

venereal: an adjective applied to certain dis- 
eases spread largely though not en- 
tirely through sexual contacts. 

venom: the poisonous substance injected in 
bites by snakes, certain spiders, bees, 
wasps, and hornets. 

vertigo: dizziness. 

vibrations: the motion of the particles of a 
mass of air in a wave-like manner 
and at different speeds, usually with 
enough force to be picked up as 
“sound” by a receiving unit such as 
the human ear. 

Vincent's infection: an inflammation of the 
mouth caused by two specific germs 
acting together. wT. 

virus: an entity which grows only in living tis- 
sue, is too small to be seen by ordi- 
nary microscopes, and is the cause of 
many diseases. e 

vitamin: a nutrient substance supplying no 
calories but essential to health and 
good nutrition, amply supplied to 
normal persons by a well-chosen 
diet. 

vocal cords: two transverse parallel folds of 
mucous membrane at the upper end 
of the larynx which can either be re- 
laxed toward the sides of the larynx 
during soundless breathing, or tight- 
ened and pulled toward each other to 
vibrate and produce sound. 

voluntary (striped, striated) muscle: some- 
times called skeletal muscle because 
of attachment to the skeleton; it 1s 
voluntary muscle tissue, i.€., subject 
to the will. 
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wantedness: making a person feel wanted in 
his group or family. 
wart: a virus infection of the skin. g 
water soluble: capable of being dissolved in 
water. ; 
white cells (leucocytes): minute bodies in the 
blood, about one-third larger than 
the red cells, which war against m- 
fection; also called white corpuscles. 
whorl: circular arrangement of like parts 
around a point on an axis, as in 
leaves, flowers or skin ridges (finger 
print). ate 
withdrawal: abnormal shyness and unwilling- 
ness to mingle with others; taking 
drugs away from an addict. 
“Wonder” drugs: see sulphonamides. 


XYZ 


yellow marrow: found in the hollow center 
shaft of bones. «mals 

zoonose: a disease transmitted from anim 
to man and sometimes back again. 
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QUESTIONS and ANSWERS 
ON HEALTH 


ee 
The following pages contain questions on health 
and medical science that have been directed to 
American Medical Association publications in the 
past. The answers given here have been prepared by 
competent medical and scientific authorities. Simi- 
lar questions addressed to the Department of 
Health Education of the American Medical Asso- 
ciation will be given individual consideration either 
by published information or individual letter. We 
cannot, of course, attempt diagnosis or prescribe 
treatment, but may often be helpful in understand- 
ing health problems and their management. 
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Scabies 
QUESTION: What is seven-year itch, and does it 
really last that long? 


ANSWER: No, it only seems that long. Many per- 
sons who have not suffered from persistent itching do 
not realize that this experience can be more trying 
than pain. Itching is not funny. So-called seven-year 
itch is properly called scabies. It is caused by a mite, a 
small parasite related to the spider family. The mite 
burrows into the skin, leaving a trail of its excreta and 
eggs. This can be followed by examining the area in- 
volved, which is often on the wrists and the hands. 
The condition is contagious and can pass from person 
to person, Members of families can infect and reinfect 
each other, for a long period of time, giving scabies its 
common name. It is also called ship itch, jail itch and 
camp itch, for fairly obvious reasons. The condition is 
often made worse by amateur home treatment. Some 
of the drugs used may cure the scabies and substitute 
an irritated dermatitis that is worse than the original 
itch. With this, as with many other apparently minor 
conditions, the quickest and cheapest way to take care 
of it, and the one with the least wear and tear, is to get 
competent medical treatment right from the start. 
Hair Removers 

QUESTION: For several years I have used cream 
type “facial depilatories” with no ill effect; however, 
several people recently have told me that this could in- 
duce skin cancer, Is this so? 


ANSWER: A great many people have used cream- 
type facial depilatories for many years; they need not 
be regarded as dangerous from the standpoint of in- 
ducing skin cancers. They do sometimes cause the skin 
to darken, but even this is not the usual result. The 
main objection to them is that their effects are tempo- 
rary and some of them have an unpleasant odor. 
Electrolysis 

QUESTION: I have had some superfluous hair re- 
moved by electrolysis and I find that one has to have 
it removed again very often. The operator tells me this 
is due to “regrowths.” How many such regrowths can 
there be? 


ANSWER: If there is a regrowth of hair after elec- 
trolysis, it means that the hair follicle or root was not 
destroyed. 

Warts 

QUESTION: I have soft warts about my face and on 
the eyelids. What causes them? Am I deficient in some 
sort of vitamin? 

ANSWER: Any vitamin deficiencies you might have 
would have no connection with warts. Warts are virus 
infections of the skin. They can be removed by medi- 
cal treatment, but you should not try to remove them 
yourself, especially those on the eyelids. 

Acne 

QUESTION: Ihave a boy 14 years of age. His face is 
full of pimples. I have made him try different soaps 
and a few other things, but they don’t seem to help. 
Do you think it is the changing of his blood or could 
you recommend something? 


ANSWER: It is quite common for a boy to have pim- 
ples. Trying various soaps is no remedy. He needs to 
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go to a physician for appropriate treatment. In most 
cases, this condition can be helped and it should be be- 
cause it seriously embarrasses a boy to have a pimply 
face. You should take your boy to a physician immed- 
iately. 

Hair Problems 

QUESTION: I have had a bad case of baldness which 
a doctor called alopecia areata. I have lost practically 
all my hair. Now most of it is back, except for a few 
spots on my head. Why should my hair be very oily, 
and what can be done about it? What is the best type 
of pins or curlers for setting my hair? How soon may 
I get a permanent? What are the chances of a return 
of the patchy baldness? My doctor hasn't answered 
these questions for me, even though I asked him, 


ANSWER: These questions are not easy to answer. 
Some people have oily scalps, others do not; the only 
thing to do is keep them clean and get medical help 
if they become inflamed. Pins and curlers should be 
of a type that do not irritate the scalp or pull on the 
hair—the last is important. Your own doctor is the 
only one who can tell you when a permanent would 
be advisable. And finally—will you have another 
experience with alopecia areata? No one knows. 
Fatty Tumor 

QUESTION: I have a lump as big as a small egg on 
the right side of my back, next to the shoulder blade. 
My doctor says it is a fatty tumor and is doing no 
harm and need not be removed, but it is embarrassing. 
Should I have it removed? 


ANSWER: Your doctor is probably right. On the 
other hand, if it bothers you as you say it does, the re- 
moval should be a minor matter, easily and simply ac- 
complished. 

Water Consumption 

QUESTION: When I was in school years ago, we 
were taught in hygiene class that six to eight glasses 
of water each day are essential for internal cleanliness. 
Now I have heard that this idea is all hogwash and 
completely unnecessary. 


ANSWER: Ordinarily, thirst is a good guide as to 
how much water you need to drink. This is one of 
nature’s built-in safety valves, part of the wisdom of 
the body. Of course, if thirst becomes excessive, a 
problem may be present and medical advice should 
be sought. The idea of “internal cleansing” is a myth 
promoted by people who had laxatives to sell which 
somehow carried over into “hygiene” and appeared 
in some health books for years. 

Circles and Bags 

QUESTION: 1 sleep eight hours at night, but still I 
have dark circles under my eyes, and bags. What can 1 
do? I am 43 years old. 


ANSWER: These may be family characteristics, as- 
suming that you are in good health. If they are, you 
can only groan and bear it—unless you can also learn 
to grin. It would be possible to cover the circles with a 
special covering preparation available at most cos- 
metic counters, but the bags are another matter. 


Boils 
QUESTION: What can you tell us about boils? Do 
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they normally follow removal of a gall bladder, which 
my husband had done two years ago, or an operation 
for kidney stone, such as I had several months ago? 
We have both been having boils. Is something lacking 
in our diet, or is our resistance low? 


ANSWER: Boils have nothing to do with diet. They 
are an infection from germs commonly found on the 
skin, the staphylococcus aureus. They tend to spread 
by infecting the skin through the discharges of the 
boils that burst or are opened. They can be passed 
from one person to another, particularly on the hands. 
Low resistance may have an influence, but external in- 
fection and its spread through unskilled dressing of 
the boils is the main cause for their spread. You 
should be under medical care and should be shown 
how to care for boils to keep them from spreading. 


Liver Spots 


QUESTION: What causes small, brown or liver- 
colored spots to appear on the skin? 


ANSWER: Spots appearing on the skin, especially as 
one grows older, are of various kinds. They are often 
called liver spots, but actually have nothing to do with 
the liver. They may be accumulations of skin pigment. 
Usually they are of little importance except as they 
mar the appearance, but on occasion one may have 
considerable significance. It would do no harm to have 
your doctor look at them. 


Teen-Age Menstruation 


QUESTION: I have a daughter, now 16, whose first 
menstruation appeared at 124 years, and it seemed 
normal at first. Now she has about four normal 
menstrual periods a year while the other periods have 
been scant and at times nothing. It is now seven 
months since her last menstruation. Our doctor sug- 
gested a series of injections for a certain number of 
days each month, but I’ve read that doctors strongly 
recommended waiting until a girl is 18 before starting 
treatment. What should we do? 


ANSWER: You must have confidence in your doctor. 
Trouble is sure to develop if the advice of the doctor 
who knows your daughter is rejected in favor of the 
written generalizations of a doctor who has never 
met her. Menstrual irregularity can have many causes. 
Among them are malnutrition and anemia. An insuf- 
ficient secretion or an imbalance in the secretion of 
the hormones producing menstruation is quite com- 
mon. Emotional upsets, fears, and anxieties often dis- 
turb the menstrual regularity of teen-agers. Proper 
treatment can be given at any age, and only a doctor 
who has become acquainted with your daughter's 
problem can prescribe or administer this treatment. 
Menstruation in Pregnancy 

QUESTION: .1 am four months pregnant, and I men- 


struate from time to time. My neighbor says this is 
normal. What do you say? 


ANSWER: We don’t say. We ask, is your neighbor a 
doctor? Good neighbors are wonderful, but their med- 
ical advice should be disregarded. A woman who is 
four months pregnant should be under medical care, 
and should ask her doctor about her bleeding. Bleed- 
ing from the vagina may be due to causes other than 
menstruation. 


QUESTIONS AND ANSWERS ON HEALTH 


Otosclerosis and Diet 

QUESTION: Since otosclerosis is caused by a cal- 
cium deposit, is it then advisable to abstain from 
drinking milk and also eliminate the vitamins that are 
high in calcium? Thousands of hard-of-hearing peo- 
ple would like to know. 


ANSWER: No. Your conclusion involves three mis- 
conceptions: First: otosclerosis is by no means the 
most important cause of loss of hearing. Second: oto- 
sclerosis is a hereditary bone disease in the ear for 
which the cause resides in the patient, not in his diet. 
Third: no vitamin contains any calcium; vitamin D 
influences the use of calcium but does not supply any. 
For these reasons it would be futile to attempt to pre- 
vent loss of hearing, even that due to otosclerosis, by 
eliminating from the diet the only good source of cal- 
cium. The body requires a normal supply of calcium 
to maintain the blood, muscles and nerves, as well as 
bones and teeth, in good condition. 

Budgeting for Health Services 

QUESTION: Each spring I have trouble with itching 
of my eyes, but I never have it in fall or winter. The 
itching causes the eyes to burn and there is a stringy 
secretion which scratches the eyeball. My eyes are 
very sensitive to light, and I wear sunglasses. I am 30 
years old and have had this trouble since I was 14.1 
am a housewife on a budget and do not feel that I can 
afford an allergist. 


ANSWER: Maybe you don’t need an allergist, but 
you do need a physician, an ophthalmologist. A bud- 
get should provide for necessary medical treatment, 
since few people escape the need for it; if you really 
are unable to pay for medical service, it can be pro- 
vided without cost to you through health and medical 
agencies in your state. The limitation of your trouble 
to spring suggests a connection with something in the 
air at that time; in other words, a possible allergy. 
What this may be might take some investigation to 
discover. 

Spots Before the Eyes 


QUESTION: My husband is 53 and he complains of 
specks or floaters before the eyes, and he can't read or 
do anything for any length of time without his vision 
becoming blurred and he has to quit. Isn’t there any- 
thing that can be done? 


ANSWER: Floaters or specks before the eyes are @ 
nuisance, but they do no harm, and nothing can be 
done for them. The blurring is something else. At 
your husband’s age, he should have his eyes examined 
by an ophthalmologist. Be sure to have a pressure 
test to be certain that his internal eye pressure 1S not 
too high. For this, something can and should be done. 
Kidney Stones and Diet 

QUESTION: Are kidney stones the same as gravel? 
My husband is troubled with gravel, which he can't 
pass, and the pain is terrific—he can’t eat or sleep. 
Does diet have anything to do with it? He likes ice 
cream before he goes to bed. 


ANSWER: It is assumed that your husband is under 
medical care. He should ask his doctor about the 1ce 
cream, and do not be surprised if he says “no to it. 
Ice cream is a fine food, based on milk, which is also 4 
fine food. But it contains more calcium than any other 
food, and must usually be restricted in the diet when 
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there is a tendency to stone formation. The “differ- 
ence” between kidney stones and gravel is merely one 
of size and location. 


Diet After Kidney Infection 

QUESTION: After a patient has had a kidney infec- 
tion and recovered, can he eat liver? What kind of a 
diet should he have? 


ANSWER: Since you say he has recovered, and make 
no mention of any permanent injury to the kidneys, 
he should be able to eat liver, if he likes it, or any- 
thing else within reason. Acute kidney infections 
which leave no permanent effects should not affect fu- 
ture dietary practices. If in doubt, the physician 
should be consulted, since advice about diet is as im- 
portant in medical treatment as medication or surgery. 


Emergency Medical Identification 


QUESTION: When practically no one knows the 
medical identification symbol, isn’t it necessary to 
place it before people so that they can grasp its true 
meaning? I have worn a piece of medical identification 
jewelry for years because I’m an epileptic, I am aston- 
ished at how few people know what the symbol 
means. 


ANSWER: We can sympathize with your frustration 
because we, too, find many people who fail to recog- 
nize the Symbol of Emergency Medical Identification, 
in spite of four years of publicity through every 
available channel of communication. In fact, begin- 
ning with an article released through the national 
news services in June 1963, and an article “A Medical 
I.D. Tag Can Save Your Life,” in the July 1963 
TODAY’S HEALTH Magazine, something has ap- 
peared in newspapers, medical journals, house organs 
of various organizations, television, and on radio 
many times each year. 

At the present time emergency medical identifica- 
tion activities of some type have been adopted by 
several insurance companies, business organizations, 
manufacturing corporations, and medical societies. 
We know of 35 manufacturers and distributors of 
durable signal devices for medical identification who 
have adopted the universal symbol developed by the 
American Medical Association. 

Anyone wanting further information on emergency 
medical identification and the universal symbol should 
send a card to Box THG, Department of Health 
Education, American Medical Association, 535 North 
Dearborn Street, Chicago 60610, asking for an emer- 
gency medical identification kit. 

Diet After Gall Bladder Removal 

QUESTION: My husband had his gall bladder re- 
moved almost a year ago, and was told not to eat any 
pork gravy or ham or raw vegetables or fruits. Now 
all he will eat is soup, meat, milk and dessert and I 
claim that this is not a balanced diet. What can I do? 


ANSWER: When there is gall bladder disease it is 
usually necessary to restrict the patient’s consumption 
of fats and sometimes raw vegetables. As a rule the 
restriction is not so drastic as your husband seems to 
have imposed upon himself. Ask him to return to his 
physician for a new evaluation of his condition, which 
a should have anyway, and a reconsideration of his 
iet. 
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Diarrhea 
QUESTION: What do you recommend for diarrhea 
in older people? 


ANSWER: The first thing to recommend is a thor- 
ough examination of the digestive tract for abnormal- 
ities which may be causing the diarrhea. Diarrhea, or 
any change in bowel habits in an elderly person, is 
one of the seven signs of possible cancer. It should 
call for immediate diagnosis by a physician, possibly 
with the aid of x-rays and other laboratory tests. 
Abdominal Noises 

QUESTION: What can be done for a rumbling stom- 
ach? It is most embarrassing in church when every- 
thing is quiet and I have even declined to go on a trip 
because of it. I am 46 and in good health. I eat a 
snack before I go to bed, and I am awakened in the 
morning by the churning discomfort in my stomach. 


ANSWER: There are so many possible causes which 
might be operating in the abdominal organs, that all 
one could do on the basis of information furnished 
would be to guess. You need to see a physician. He 
may wish to have x-rays of your digestive tract and 
make other examinations before coming to a conclu- 
sion and giving you the relief you desire. 

Gas and Ulcers 

QUESTION: Could an abundance of gas in the stom- 
ach, which affects the heart action and causes a light- 
headed feeling, be a symptom of ulcers? Does the 
presence of an ulcer in the mouth indicate that there 
is one in the stomach, too? 


ANSWER: The presence of too much gas in the stom- 
ach merely indicates that something is wrong—either 
in the diet or in the digestive process. It does not nec- 
essarily suggest an ulcer; it does suggest the advisabil- 
ity of making the necessary medical investigations to 
ascertain the cause, which may be dietetic, physical or 
emotional. The presence of an ulcer in the mouth does 
not necessarily suggest the presence of one in the 
stomach. 

Cirrhosis of the Liver 

QUESTION: Does cirrhosis of the liver mean en- 
larged liver or are these different conditions? Can 
these conditions be cured by today’s treatment meth- 
ods? 


ANSWER: Cirrhosis is a hardening due to scar tissue 
from repeated or chronic infections or from the 
actions of poisons of which the excessive use of alco- 
hol is thought to be an example. The liver may ini- 
tially become enlarged as a result and then shrink or 
atrophy, or it may shrink in size from the beginning. 
In some other cases it enlarges and remains enlarged 
throughout the course of the disease. There is even 
a fourth possibility a frequent mixed form in which 
some parts of the liver show hypertrophy (enlarge- 
ment) while others show atrophy. 

On the other hand, the liver may become enlarged 
from inflammation, abscess, impaired circulation or 
tumor. 

Many of these conditions can be cured or at least 
arrested if discovered early enough and treated 
promptly. Surgery in liver conditions is becoming 
increasingly common and effective. Fortunately, after 
surgery remaining portions of the liver have strong 
regenerative capacities. 
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Emphysema 
QUESTION: What is emphysema? Where does it 
come from? Is it an old disease? Is there a cure? 


ANSWER: Emphysema is most simply described as 
an overinflation of tissues with air or gas. The term is 
used mainly in connection with overinflated lungs. It 
is commonly found among persons who either have 
difficulty with their breathing, as in asthma, or have 
one of the lung diseases which used to go with dusty 
occupations like mining, milling or grinding. It may 
also occur in persons who use their breathing occupa- 
tionally, such as musicians playing wind instruments, 
or glass blowers. There is also considerable evidence 
that emphysema can be caused by tobacco smoking 
and air pollution and these can aggravate existing 
emphysema. If the disease is of long standing, 
emphysema causes permanent replacement of the 
elastic tissues in the lungs with scars, and this process 
cannot be reversed. 


Underweight 

QUESTION: I am 13 years old and 5 feet 5 inches 
tall and weigh only 109 pounds, I have read about a 
new liquid or pill to put weight on people. My mother 
says it is not good for me; my father disagrees with 
her. I don’t think it would hurt me. 


ANSWER: This is one time when father doesn’t 
know best. Your mother is right. The only way you 
can gain weight is through proper eating, enough rest 
and sleep and plenty of exercise and activity. First, 
you should have a medical examination to be sure 
that no medical causes are keeping you thin. And 
don’t say you can’t afford it—you were all ready to 
waste your money on something that would have 
done you no good, 

Flat-Chested Girls 


QUESTION: My daughter is quite flat-chested and 
is very concerned about this deficiency. Is there any- 
thing that can be done about it? 


ANSWER: Filat-chested young ladies, even though 
they may be very unhappy over their condition, fail 
to realize that many of the devices and procedures 
promoted for breast development fall within the realm 
of pure quackery. Some are downright dangerous. 

The preferable procedures are, first, to improve 
posture to project as much as possible such breast 
tissue as is available. Also, improving muscle tone 
through physical activity will develop the pectoral 
muscles that lie under the breast and help to give the 
appearance of increased fullness, The third technique 
that is acceptable is the use of certain subterfuges 
known to all such young ladies which will delude all 
but their most intimate friends. 

There are plastic surgery procedures that can have 
an uplifting effect, but these do not accomplish the 
results desired in all cases and in some instances may 
be quite disappointing. A plastic surgeon can advise 
the individual about possibilities in her particular 
case. 

A girl with small breasts can produce as much 
nourishment for her children as the more robustly 
built young lady, and, since this is the primary reason 
for breasts, it might be a good idea to leave well 
enough alone. 

Loss of Smell 


QUESTION: I had a cold or flu or something, and 
now I have lost my sense of smell and taste. I can 
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taste sour, sweet and salt, but no flavors. My doctor 
ways there is nothing to do but wait until my taster 
comes back, and he seems to think it will. Should I 
consult a specialist; there is none where I live and the 
nearest city is quite a way off? 


ANSWER: Loss of smell following a cold is not un- 
common, and since the finer flavors are perceived 
mainly through smell rather than taste, these will be 
lost too. Usually the sense of smell returns, but not 
always. There is little that a doctor can do to hasten 
this process, so it is in order for you either to wait and 
see, or consult a specialist, whichever you prefer. 


Silicosis 
QUESTION: Will you tell me about silicosis? My 
doctor said my husband must have had it at one time 


because he found a chest scar. The TB test was all 
right. 


ANSWER: Silicosis is a condition affecting the lungs 
as the result of the breathing of dust. It used to be 
very common among miners, quarry workers and 
others in dusty occupations. Modern industry has con- 
trived means of preventing dust inhalations, and sili- 
cosis is less common than formerly, except among 
older workers who have been exposed for a long time. 
The symptoms of many chest diseases, including both 
silicosis and tuberculosis, are very much the same 
since they tend to cause a cough, with expectoration 
and ultimately shortness of breath. The severity of sil- 
icosis varies greatly from mild to extremely severe, 
depending upon the length and degree of exposure. 


Shingles 


QUESTION: I had shingles for five months (over one 
breast towards the back) and still feel it in certain 
spots on and off. The pains were terrific; I never knew 
what pains could be. I have no scabs. So many people 
had the shingles this winter. What is the cause of shin- 
gles? I am 73 years of age, never sick—hardly a cold 
or headache (knock on wood). 


ANSWER: Shingles certainly are terrifically painful. 
They are a virus infection closely related to cold sores 
and probably to colds and influenza. The only thing 
you can do is to wait for the pain to go away, and 
have your physician prescribe relief in the meantime. 


Post-Nasal Drip 
QUESTION: Is there any way to stop postnasal drip? 


ANSWER: Some of the nasal secretions normally 
drain into the throat; this becomes a problem only 
when it is excessive. In such cases, much relief can be 
had by local medical treatment; often this must bere- 
peated from time to time, especially in the “drippy, 
weather so common in cold, damp, changeable cli- 
mates. 


Headache 


QUESTION: I am suffering what I call sinus head- 
ache. It starts above the left eye and behind the eye, 
over a portion of the left side of the head. There 
soreness in the gland or muscle in the left side of ae 
neck and across the shoulder. Is there any way I cee 
obtain permanent relief? I have had my eyes checke 
and wear glasses. 


ANSWER: It would be interesting to know what yout 


doctor calls the headache which you call a sinus ain 
ache, and to which of the nasal sinuses he attributes 1! 
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Or does he think it might be a tension headache, or a 
migraine, or one due to your teeth, to an infection 
somewhere, to your blood pressure, or to any other of 
a myriad causes of headaches? There is no way to ob- 
tain relief, except possibly temporarily, without find- 
ing the cause and overcoming that. And that’s why 
you, too, should like to know what your doctor calls 
your headache, and what HE proposes to do about it. 


Head Noises 


QUESTION: I am 70 years old and in good health. I 
have head noises or humming in the ears. For quite a 
few years, I spent a fortune just trying to get relief, 
which I did for a while. It is so bad I can't take it 
much longer. I will go out of my mind. I don’t know 
where to go, How is it no doctor can give something 
to relieve it? Some medicines I take make the noises 
worse. I don’t know what a good night sleep is. The 
doctors say you have to live with it. But they should 
have it one night; they would not say that. 


ANSWER: Noises in your ears are extremely annoy- 
ing, but your doctor is right when he says there is 
nothing to do in some cases except to learn to live 
with them. This may sound unsympathetic, but there 
is nothing else the doctor can do when relief is impos- 
sible, Your experience is the same as that of many 
other persons who have these head noises and can do 
nothing about them except to learn to endure them. 
The only possible recommendation is that you consult 
a specialist in diseases of the ear. If you are being 
treated by such a person, then you are doing the best 
that you can for yourself. 


Halitosis 


QUESTION: I have become positively friendless be- 
cause of an offensive breath. Please tell me what can 
be done about halitosis. And don’t recommend ...... 


ANSWER: It’s an easy guess what the lady told us 
not to recommend—mouthwashes and toothpaste. 
She had tried them without success. It is undoubtedly 
true that a clean mouth is a safeguard against offen- 
sive breath arising from that source. Toothpastes and 
mouthwashes are helpful in this regard, if there is no 
disease condition in the teeth or gums which such 
preparations cannot remedy. But breath odors can 
arise from the nose and sinuses, the tonsils or ade- 
noids, or the lungs. They can also come from the 
stomach, and from the blood—as in the case of garlic, 
eaten, absorbed into the blood, and excreted through 
the lungs, Where there is a genuine bad-breath prob- 
lem, it often takes an extensive job of medical and 
dental detective work to ferret out its cause. Some per- 
sons, too, are superconscious of the “halitosis com- 
plex,” in which romance always fades out at the cru- 
cial moment. 


Overweight 


QUESTION: I am a 22-year-old stenographer, many 
pounds overweight. I have used crash diets, pills, 
exercise, and everything else. Even though I lose a few 
pounds they always come back when I quit. What 
shall I do? 


ANSWER: There are three things you should do. 
First, give up the idea that you can safely prescribe 
your own weight-control regimen. Second, have a 
medical examination to determine, if possible, any 
problems that might be contributing to your obesity 
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or might interfere with the regimen prescribed by 
your doctor. Third, you must become convinced that 
a short-term diet will not solve your problems. 

You must accept a change in your way of living 
that may last a lifetime. This includes food intake, 
exercise, your attitude toward yourself, and a deter- 
mination to continue weight-control. 

In most cases, a weight loss of one pound per 
week is not too strenuous since it requires a daily 
food intake only 500 calories below what you need 
to live and do your work. When you attain your de- 
sired weight, a small change in your eating habits 
will let you maintain your weight. 


Diabetes 


QUESTION: Is it true that a blood sugar test is more 
important than testing kidneys for diabetes? 


ANSWER: The earliest best diagnosis of diabetes is 
made through testing the level of sugar in the blood. 
This is a far more sensitive test than a urine test and 
abnormalities appear sooner. 


Diabetes 

QUESTION: I have diabetes and am taking orinase. 
I have cold feet, even in bed. I attribute it to poor cir- 
culation. What can I do for it? I fear gangrene. 


ANSWER: Poor circulation often accompanies dia- 
betes. Since you are taking orinase, it is assumed that 
you are under medical supervision, which means that 
you should be seeing your doctor regularly. You 
should report your symptoms to him, so that he can 
check up on the effectiveness of the diabetes control 
with orinase. He may wish to change the drug or your 
diet, or both, or take other measures toward improv- 
ing the circulation in your feet. 


Diabetes 
QUESTION: I know a woman who has diabetes and 
she says she got it from an auto accident, but I think 
she had it before that. How long can a person live 
with diabetes, and can it be cured after one gets blind 
from it? 


ANSWER: Diabetes is not caused by accidents, but a 
severe accident might so upset the body functions as 
to bring an existing diabetes which has been unrecog- 
nized to the attention of physicians as they care for 
the patient. When this disease has been severe enough 
to cause blindness, it is pretty far advanced. However 
mild or serious it is, diabetes is never cured; it can, 
however, usually be controlled by proper treatment, 
and many patients live a long time with it. 


Colic 


QUESTION: I have been trying to find out what colic 
in an infant is like. How does a colicky baby behave? 


ANSWER: He pulls his legs up against his tummy, 
squirms and twists, and screams as loud as he can. He 
may do this for an hour or more unless relieved. Colic 
usually occurs in well-nourished babies and, though 
they appear to suffer severely, they gain weight and 
thrive, while the parents suffer. Colic is often said to 
be an instinctive reaction by the baby to tensions in 
the home atmosphere, though this view is not univer- 
sally accepted. Whatever the cause, the colic is an in- 
testinal spasm, with accumulation of much gas. It is 
usually relieved by a small enema or by passing a soft 
catheter into the rectum; the latter is a job for a physi- 
cian or a nurse. 
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Mongoloid 


QUESTION: Having had a baby girl who was a 
mongolian with a defective heart, and who died of 
pneumonia at the age of five months, I have become 
interested in the term “mongolian.” I have learned 
quite a few of the characteristics, but I would like to 
know how a mongolian compares with an ordinary 
retarded child, physically and mentally. I have been 
informed that whatever causes the condition is present 
at the time of conception. So what happens to cause 
an ordinary retarded child? What percentage of re- 
tarded children are mongolian? I had four normal 
children prior to the last baby. I am now 31 years old. 
Would you consider it probable that I might have an- 
other mongolian? 


ANSWER: I will answer your last question first by 
saying that no one can tell whether you will have an- 
other mongolian child or whether additional children 
will be normal. The probabilities are in favor of nor- 
mal children, since mongolian children are rare, but 
no one can be sure, and certainly no one can promise 
you that this will be the case. Mongolism is now re- 
garded as a defect due to the absence of certain genes 
at the time of conception. Retardation is a broad term 
and probably there will be many types of retardation 
due to many causes as our knowledge develops. 


Belching 


QUESTION: What can I do to cure the following, 
every few days I have a series of belches from my 
stomach; then for some time I have none, and then it 
starts over again? 


ANSWER: Many persons troubled with excessive 
belching are unconscious air swallowers. Their habit 
is a nervous reaction like nail-biting, and thus consti- 
tutes a signal for seeking an emotional cause. Your 
doctor should be able to help you, or you may wish to 
consult a psychiatrist. Everyone belches, of course, as 
a result of eating too fast or too much, or from taking 
an effervescent drink. 


Color Blindness 


QUESTION: I have recently learned that my son is 
slightly color-blind. Had it not been for one of these 
colored-dot tests, we would never have suspected a 
thing. He tells us that reds look darker than greens 
and refers to dark reds as brown. 

Is there any reason to have him checked more 
thoroughly? He's 11 years old and his vision is a 
perfect 20/20. In fact, he has the sharpest eyes in 
the family. He can spot a green snake in green grass 
and a brown woodchuck sitting motionless among 
brown leaves. Yet, he’s color-blind. 


ANSWER: Color blindness should not seriously up- 
set your son as long as he knows he is color-blind. 
There is nothing that can be done to improve color 
vision, and after the fact of color blindness is estab- 
lished, there is no reason for further examinations 
since, so far as we know, it does not change, 

There are several varieties of color blindness. The 
most common is termed red-green color blindness 
because the individual finds difficulty in distinguish- 
ing red from green. Rarer types prevent differentia- 
tion of other pairs of colors. Total color blindness 
is the rarest type. Here one distinguishes only shades 
of gray and black—like a black-and-white photo- 
graph. 
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You should help guide your son into a trade or 
profession where color vision is unimportant. So 
long as he does not have to distinguish colors in his 
work, he should get along quite well. About three 
percent of otherwise healthy boys have this condi- 
tion. 


Morning Depression 


QUESTION: Why should a person feel so depressed 
when first waking up in the morning; I feel so down 
and out but after I’m up for a while I commence to 
feel better. 


ANSWER: Feeling depressed in the morning is quite 
a common experience. As long as you feel better later 
in the day, it is nothing to worry about. A good many 
people are sometimes called “slow starters,” but once 
they get going they are all right. 


Suppressed Emotions 


QUESTION: My problem is my 15-year-old son, who 
worries me by bottling up his emotions, such as hurt, 
anger, fear, etc. His father died three months ago and 
he has never shed a tear. Most of the time he acts be- 
mused, shows signs of extreme confusion, worry, and 
plays 18 to 27 holes of golf a day with a close friend, 
listens to the hi-fi and converses little. He likes to be 
left alone, except for his close friend. I’ve tried to get 
him to talk to me in a nonchalant manner, but he pro- 
crastinates. Neither his father nor I have ever tried to 
keep him from crying. What can I do to help him? 


ANSWER: We are not close enough to this situation 
to know whether the boy needs to be helped, or 
whether he simply is of a retiring disposition who does 
not care to share his feelings with others. Dealing with 
personalities is a ticklish business, requiring the expert 
understanding and experienced touch of a profes- 
sional. You should either do nothing or seek profes- 
sional counsel, Why not talk the matter over with the 
family doctor; consult the boy’s teachers; and in the 
meantime do not try to intrude upon his privacy. As a 
mother, you are too emotionally involved in the mat- 
ter to have an unbiased judgment. 


Nail Biting 


QUESTION: I have been biting my nails since I was 
three years old and I am now 12. My mother says I 
will get an infection if I don’t stop biting my nails. 
The skin around them often bleeds. What can I do 
about it? 


ANSWER: One can try not to bite one’s nails but 
most people who do need help. Biting the nails is only 
a symptom of a deeper problem that can be helped 
only with medical advice. Parents should be asked to 
take the patient to a pediatrician who can find out 
WHY he bites his nails, and so help him to overcome 
the habit. He might get an infection, as his mother 
rasa but that is the least important part of the prob- 
em. 


Water Softeners and Soft Water 


QUESTION: Soft water, I have been told, is bad 
for one’s health. My wife wants to get a water soft- 
ener to save soap and I told her they're dangerous. 
Are they? 


ANSWER: For most people, water is water, and 


hard or soft, it is safe to drink if properly purified. 
On the other hand, people with some forms of heart 
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and kidney disorders have trouble with their use of 
some minerals. These people are often on a low- 
sodium diet, and for them softened water could be 
troublesome. 

Most water-softening methods involve replacing 
natural calcium salts with sodium salts by what is 
called ion exchange. This means that water that 
could have been used by people on a low-sodium 
diet now contains more sodium that they are per- 
mitted to have. 

You can solve your dilemma by putting the water 
softener on the pipe going to the water heater. Then 
only the hot water will be soft, helping your wife 
with her laundry, and the cold water will be hard 
and of natural sodium content for drinking, coffee 
making, lawn watering, and other uses where soft 
water is not needed. 


Heberden’s Nodes 


QUESTION: My husband seems to have hard lumps 
above his knuckles on a few fingers. What is the cause 
of it? Don’t suggest a family doctor because I can’t get 
him to go and see one. 


ANSWER: Lots of people have hard lumps near the 
knuckles, especially as they grow older. The most 
common are what are called Heberden’s nodes, which 
are the beginnings of osteoarthritis. The only possi- 
ble recommendation is that he see a doctor, since 
there is no other way to find out the answer to your 
question. 


Cancer 
QUESTION; Is cancer inherited? 


ANSWER: Present views about the inheritability of 
cancer are negative in the sense that evidence now 
available does not indicate that cancers in human 
beings are inherited as such. Even those in newborn 
babies are not necessarily hereditary. Whether cancer 
tendencies are hereditary is difficult to determine in a 
long-lived species like man. Some cancers in mice 
have been shown to be hereditary, Statistical evidence 
relating to human cancers seems to indicate that in- 
dividuals whose line of descent includes persons with 
cancers are not significantly more liable to cancers 
than those in the general population. The only possi- 
ble exceptions are some of the rarer forms of cancer. 
Please note that the plural, cancers, is used rather 
than the singular, because cancer is a group of many 
diseases with significant differences. 


The Pill Habit 


QUESTION; Often while I am working in the office 
my face becomes very flushed and stings. This lasts a 
little over an hour but it never happens in the summer. 
I regularly take one vitamin pill a day and I discov- 
ered that two B-complex pills taken in the morning 
have eliminated my trouble. I take thyroid pills for an 
underactive gland. I am in my mid-twenties. Am I 
taking too many pills? Is my trouble due to my thy- 
roid or my nerves? 


ANSWER: There may be many reasons why your 
face becomes flushed, and no physician could tell why 
without seeing or examining you. You are experiment- 
Ing too much with medications that you do not under- 
Stand. Neither thyroid pills nor large doses of B- 
complex should be used without medical advice. All 
your questions can be answered by your own doctor, 
and by no one else. 
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Lemon Juice 


QUESTION: I would like to know about lemon juice, 
pure lemon juice. Does it destroy the white and red 
corpuscles of the blood? Does it cause impotence? 
Does it increase the hydrochloric acid in the stomach? 
Or does it cure 174 diseases including leprosy, as a 
Spanish naturalist claims? I think it is good for choles- 
terol and reduces fat in the body. I am a lemon juice 
drinker, of course in small quantities. 


ANSWER: There is no reason why you should not 
drink lemon juice, if you like it, even if it will not cure 
174 diseases including leprosy. It will cure and prevent 
just one disease, scurvy, because of its vitamin C con- 
tent. And you can rest assured that it will not destroy 
the blood cells, nor cause impotence, nor make the 
stomach more acid than it normally is. The lemon, of 
course, is useful in cooking and garnishing foods; la- 
dies like to rinse their hair with its aid and they also 
like to think it bleaches freckles, although it doesn’t 
really do that, either. 

Non-Medical Advice 

QUESTION: My neighbor has a fungous infection 
and she has seen her general practitioner rather than 


a dermatologist. Should I advise her to see a spe- 
cialist? 


ANSWER: Certainly not, for two reasons. First, the 
general practitioner can undoubtedly take care of her, 
and will refer her to a specialist if necessary. Second, 
trading medical advice is the poorest form of neigh- 
borliness. 

Self-Diagnosis and Treatment 

QUESTION: I am nervous, have a bad memory, 
shortness of breath, and am always tired and un- 
happy. I recently read an article about nicotinic and 
glutamic acids and how much help they were in sev- 
eral different disorders. I was wondering if treatment 
with these would help me and where I could buy 
them? 


ANSWER: The symptoms noted in your letter sug- 
gest the desirability of a medical examination and a 
physician’s opinion, with treatment prescribed to 
meet your needs. Self-medication with drugs you 
have read about in news releases and advertisements 
for conditions you have self-diagnosed can be dan- 
gerous and will at least delay proper care. 

If you have no personal physician, you can ob- 
tain the names of physicians in your area by calling 
the secretary of your local medical society or the 
director of your nearest hospital. 


Allergy 

QUESTION: What is the one-shot treatment for hay 
fever, and where can I get it? Is it really something 
new? 


ANSWER: The so-called one-shot treatment for hay 
fever is not entirely new. It is a modification of the 
established method of immunizing a patient against 
hay fever or other allergies by a series of injections. 
These are time-consuming and expensive. By injecting 
the immunizing (anti-allergic) agent in oil instead of 
in water solution or suspension, the absorption is 
slowed, and the number of calls to the doctor’s offices 
is reduced and the interval between is lengthened. The 
term “one-shot” is not strictly accurate, since it is not 
a one-shot cure. It must be repeated, but not so 
often as the ordinary injections. 
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Air Conditioning 

QUESTION: Everybody thinks air conditioning is 
so wonderful, but it makes me very uncomfortable. 
Usually I'm too cold or the room feels clammy. With 
so many stores and offices and even homes air condi- 
tioned now, how can I be comfortable in the summer- 
time? 


ANSWER: First you must understand what makes 
you feel comfortable. Indoors in the summertime a 
room temperature of 70° Fahrenheit or so and a 
relative humidity of about 50 percent is right for a 
moderately active person staying in the same envi- 
ronment continually. However, when you go in and 
out several times between this and 90° temperature 
with high humidity, you develop what is called “ther- 
mal shock”—a breakdown of one’s tolerance for 
environmental change. 

A person’s body cools from the radiation of the 
body heat. If the air around one’s body is too hot to 
be heated by body heat, perspiration develops which, 
on evaporation, cools one’s body. If the air is too 
humid—holds too much water—to absorb this per- 
spiration, blood circulation changes to remove blood 
from the body surface. Then one really feels hot! 
Going into a cool or cold area stops perspiration, 
and skin muscles contract, standing one’s hair on 
end in an attempt to increase the thickness of what 
used to be a protective blanket. 

On a day of in-and-out shopping, carry a sweater, 
even on a hot day. Put it on when you enter an air- 
conditioned room to reduce the speed of your cool- 
ing. When you feel adjusted and comfortable after 
five or ten minutes, take it off. Likewise, before you 
step out into a sunny street, climb a flight of stairs, 
or do some other exercise—put on your sweater— 
to start perspiration before you need it. Then when 
you enter the heat you have something to evaporate 
to cool your skin. 

Where you can control the temperature, try to 
keep the difference between inside and outside not 
over 15° Fahrenheit. Lowering humidity to 50 per- 
cent or less will help you to feel better with less 
cooling. 


Enlarged Heart 


QUESTION: Under what conditions may the heart 
become enlarged? Is this due to defective structure? 
Once enlarged, can the heart ever return to normal 
size? 

ANSWER: Enlargement of the heart may occur 
under two principal sets of conditions: If an extra load 
of work is thrown upon the heart muscle by defective 
valves, heavy labor or strenuous athletic effort, the 
heart reacts like any other muscle, It enlarges to meet 
its requirements, Within limits, this is wholesome and 
is not an indication of weakness or disease. When, 
however, the load becomes too heavy, the heart may 
be unable to adjust to it, and the weakened muscle 
may dilate, creating an enlargement due to weakness. 
When the heart has enlarged within normal limits, it 
tends to remain that way. A dilated heart may, how- 
ever, return to some degree to its proper size under 
rest and appropriate medical treatment. 


Heart Murmurs 


QUESTION: What are “heart murmurs?” Can they 
result in further heart disease? Must a child with a 
heart murmur be careful about exercise? 


QUESTIONS AND ANSWERS ON HEALTH 


ANSWER: A normal heart produces two sounds as 
it pumps blood through its valves and into the large 
blood vessels. As the doctor listens over the chest he 
hears alternately a low-pitched, dull sound described 
as “lubb” and a higher-pitched, sharper sound de- 
scribed as “dupp.” For certain reasons the “lubb” is 
called the first heart sound and the “dupp”-is called 
the second. If one of these sounds loses its charac- 
teristic quality (for instance, if the “lubb” becomes 
“Jubsh” or the “dupp” becomes “shdupp”) the ab- 
normal sound is called a murmur. The physician has 
learned to listen for the slight changes in the sounds 
made by the beating heart. From these he can tell 
which are unimportant and should be disregarded 
and which ones mean heart disease. 

The important murmurs are those produced by 
blood flowing through valves that are damaged by 
rheumatic heart disease and are narrowed, or can’t 
close completely. Murmurs also are caused by con- 
genital heart defects. Both of these create eddy cur- 
rents that make telltale sounds (murmurs) that the 
doctor can detect and verify. with other tests and 
examinations. 

Unimportant murmurs—the kind that may be dis- 
regarded—occasionally occur in the healthy heart. 
The character of the sound, where it is heard most 
clearly, and its relation to the rhythm of the heart- 
beat will tell the doctor that this murmur is just 
noise and not trouble. 

Each heart murmur must be individually judged 
and its owner treated according to the doctor's judg- 
ment. 


Hypertension 


QUESTION: What are the more obvious symptoms 
of hypertension? Is an elevated blood pressure neces- 
sarily one of them, or can there be a hypertensive 
condition without high blood pressure? 


ANSWER: It all depends on how you use the words. 
Medically speaking, hypertension MEANS high blood 
pressure, so obviously there can be no hypertension 
without elevation of the blood pressure. In non- 
medical language, there may be a state of enhanced 
nervous tension without high blood pressure, but it is 
very likely sooner or later to result in high blood pres- 
sure. 


High Blood Pressure 


QUESTION; Recently my husband (age 49) was told 
by his doctor that he has high blood pressure—180. 
He was told to omit all fattening foods, plus salt. Just 
how serious can this condition become? Is there any- 
thing you could recommend in addition to this diet? 


ANSWER: Some individuals have elevated blood 
pressure for quite a time without apparently serious 
results, while in others the condition progresses Tap- 
idly, damages the heart, and otherwise destroys their 
health. The only way your husband can find out what 
his future is likely to be is to remain under medical 
care and give his doctor time and opportunity to esti- 
mate his progress. 


Hay-Fever Treatments 


QUESTION: Someone told me that August hay fever 
should be treated in February. This sounds crazy- 
Is there anything to this? 


ANSWER: There certainly is something to it. Pre- 
seasonal desensitization against ragweed hay fever— 
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or for that matter against hay fever caused by grasses, 
trees, sagebrush, and other seasonal allergens— 
should be started about six months before the of- 
fending pollen is in the air. For ragweed victims, 
that six-month period starts in February. 
Generally your doctor can do a more effective 
job of desensitization, with less chance of discom- 
fort to you, if he has several months lead time. 
Many people continue their desensitization treat- 
ments the year around. This makes intensive pre- 
seasonal treatment or in-season treatment unneces- 
sary. 
Food Allergy 


QUESTION: Is allergy to certain foods due to a di- 
gestive weakness for those foods? Would improper 
function of either the adrenal glands or the pancreas 
be responsible? If so, which? 

ANSWER: Allergy is not a digestive disturbance. 
Food allergies are but one class of allergy; substances 
breathed in and substances making contact with the 
skin are other classes. The two latter have nothing to 
do with digestion. Allergy is a reaction by certain per- 
sons to substances which in themselves may be harm- 
less to most persons. The air is full of ragweed pollens 
every fall, but only a limited number of persons suffer 
with hay fever. Millions eat strawberries and sea 
foods: only a few suffer allergies. Millions use cos- 
metics; a few have allergic reactions. The pancreas is 
not involved in allergies; neither is the adrenal gland, 
except insofar as the hormone epinephrine, a product 
of the adrenal gland commonly called adrenalin, is 
useful in treating allergic symptoms. Adrenalin is, 
however, not a cure. 


Swollen Ankles 


QUESTION: What can you tell me about swollen 
ankles? Has it anything to do with diet, coffee or tea? 


ANSWER: Swollen ankles ordinarily cannot be ex- 
plained on any such simple basis as diet, coffee, or tea, 
as suggested in your letter. Ankles usually swell as a 
result of changes in the circulation, and these may be 
due to many causes which can be identified by medi- 
cal examination only. The person so afflicted should 
consult a physician for a full explanation. 


Glaucoma 


QUESTION: What is glaucoma? Is it contagious? I 
have heard of people going blind from glaucoma 
and I want to know how to prevent it. 


ANSWER: Glaucoma is not contagious. It should 
not be confused with another eye disease, trachoma, 
which is very contagious. They are not related. 

Glaucoma is an increased fluid pressure within the 
eyeball which injures the optic nerve—the nerve by 
which we see—as it passes through the back of the 
eyeball to connect with the brain. Fluid pressure 
within the eye normally remains quite constant, but 
if fluid is made faster than it is removed, the pres- 
Sure inside the eye increases, forcing nerve fibers 
against the sharp, tough sclera—or extended cover- 
ing encasing the parts of the eye. Why changes in 
this balance occur is not known. 
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Though glaucoma can come on as an acute and 
very painful attack, it most often is a slow change 
that may not be noticed until there has been a con- 
siderable loss of vision. That is why measurement 
of the pressure in the eyeball with an instrument 
called a tonometer is commonly done as part of a 
medical examination. People with glaucoma often 
have pain in the affected eye, or see rainbow rings 
around every source of bright light. 

If one’s physician finds an increased pressure he 
may prescribe eyedrops that increase the outflow of 
fluid from the eyeball. This relieves the increased 
pressure, These drops must be used several times each 
day. Also, the glaucoma patient must reduce the 
amount of fluid he drinks—water, tea, coffee, milk, 
soft drinks, any fluid. 

For some people an eye operation is possible, 
which may make the use of eyedrops unnecessary, 
but this must be decided by an ophthalmologist. 


Glasses in Glaucoma 


QUESTION: What kind of lenses are especially help- 
ful to a patient suffering partial blindness as a result 
of glaucoma? ` 


ANSWER: Unfortunately no lens can substitute for 
loss of vision due to nerve damage such as occurs in 
glaucoma; the remaining visual capacity may be 
helped by enlarging lenses such as are used in micro- 
scopes. The adaptation of the lens to your eyes is an 
exacting job and one for your oculist. 


Tooth Extraction 


QUESTION: I have valvular heart disease, and I 
have to have some teeth extracted. Is this dangerous? 
What anesthetic would be used? 


ANSWER: It is not nearly so dangerous as it would 
have been a few years ago. If your heart action is nor- 
mal despite the injured valves, you can be protected 
against infection and further injury to the valves by 
penicillin or another antibiotic selected by your physi- 
cian or dentist. Local anesthesia is usually employed, 
unless the extractions are numerous or difficult. In 
some instances:the patient is hospitalized as a further 
precaution. The exact procedure in your case must be 
determined, of course, by your dentist in consultation 
with your physician. 


Flat Feet 


QUESTION: We have a boy 13 years old who has 
flat feet. He is not my own son but I would like to help 
if I can. Please tell me if there is any cure for it. 
ANSWER: Flat feet are not always a disadvantage. 
Doctors no longer speak of flat feet; they speak of 
weak feet. A strong, flat foot is better than a weak one 
with a “perfectly good arch.” Your boy should, there- 
fore, have his feet examined by an orthopedic surgeon 
to find out whether anything needs to be done for 
them. Weak feet are usually treated by muscle exer- 
cises and sometimes with supports. Simply buying 
supports at a shoe store may, however, make a weak 
foot worse because the muscles then are not required 
to develop strength. 
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abdominal noises, 589 


abnormalities. See heart; mental illness; 


sexual abnormalities. 
abortion, 21 
accidents. See safety 
“acid stomach,” 453 
acne, 175, 328, 587 
addiction 
alcoholism, 459 
narcotics, 466, 490 
smoking, 457 
adenoids 
nightmares, 220 
throat, 183 
adolescence 
acne, 175 
dating, 58 
sexual development, 56 
advertising (of drugs), 323 
aging 
automobile safety, 278 
eye degeneration, 169 
grief, 202 
health examination, 128 
home care, 68 
menopause, 63 
nursing homes, 317 
nutrition, 140 
senile dementia, 189 
skin, 81 
skin care, 174 
aggression, 210 
air 
respiratory system, 102 
ventilation, 8 
air conditioning, 8, 594 
air pollution, 488 
albino, 87 
Alcoholics Anonymous 
alcoholism, 463 
mental health, 198 
alcoholism 
automobile safety, 279 
calling doctor, 355 
community health resources, 489 
diseases, 459 
mental illness, 191 


National Council on Alcoholism, 501 


quackery, 325 
alkalizer, 453 
allergies 
alcoholism, 459 
disabling diseases, 423 
drugs, 374, 448 
emergency identification, 338 
food, 595 
hair dyes, 180 
insect stings, 350 
nose and throat care, 181 
skin rash, 360 
smoking, 455 
treatment, 593, 594 
Allergy Foundation of America, 501 
amblyopia, 169 
American Association for Maternal 
and Infant Health, 505 
American Cancer Society 
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cancer, 489 
voluntary health agencies, 502 
American Diabetes Association, 505 
American Epilepsy Federation, 507 
American Foundation for the Blind, 505 
American Hearing Society, 503 
American Heart Association, 503 
American Medical Association 
civil defense, 536 
doctors, 307 
emergency medical identification, 339 
emergency medical services, 363 
health insurance, 331 
health museums, 551 
quackery, 322 
smoking, 457 
American Red Cross, 498, 506 
American Rehabilitation Committee, 505 
American Rheumatism Association, 501 
American Social Health Association, 504 
amulets, 561 
analgesics, See pain 
anatomy, 73 
blood circulation, 95 
digestive system, 107 
ear, 157 
hair, 86 
muscles, 88 
nervous system, 113 
nose, 181 
respiratory system, 102 
sense organs, 120 
sex education, 47 
skeleton, 74 
skin, 81 
anemia 
blood, 101 
diagnosis, 320 
anesthesia, 437 
alcohol, 459 
childbirth, 24 
anesthesiology, 312 
aneurysm, 407 
angina pectoris, 381 
animals, diseases of, 524 
farms, 14 
ankles, swollen, 595 
antibiotics, 447 
antibodies, 442 
anticoagulants, 447 
antigen, 512 
antihistamines 
allergy, 426 
drugs, 448 
antiperspirants, 175 
antiseptics, 447 
anxiety, 197 
bedwetting, 218 
obesity, 142 
psychoneurosis, 190 
apartments, 10 
appendicitis, 319 
artery, 95 
arthritis, 389 
birth defects, 479 
quackery, 324 
Arthritis Foundation, 501 
artificial respiration, 343 
asefedita, 561 
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aspirin 

headaches, 395 

self-medication, 451 
Association for the Aid of Crippled 

Children, 505 

asthma, 426 
atherosclerosis, 380 
athlete’s foot, 246 
athletics. See sports 
attention-getting, 211 
autointoxication, 563 
automobile 

alcoholism, 459 

farm safety, 291 

gas poisoning, 263 

safety, 278 

vacation, 240 
autonomic nervous system 

muscles, 89 

nervous system, 115 


B 
baby. See infant care 
baby foods 

breast feeding, 36 
solids, 38 
back ailments, 20 
bad breath, 156 
badminton, 230 
balance 
ear care, 159 
sense organs, 125 
baldness 
quackery, 325 
skin care, 171, 587 
Bang’s disease, 524 
barbiturates 
anesthesia, 438 
narcotics, 467 
baseball, 272 
baths, 375 
beauty in the home, 11 
bedmaking, 371 
bedwetting, 218 
behavior 
child growth, 205 
infants, 36 
behavior problems 
children, 211 
speech, 221 
belching, 592 
bicycling 
safety, 274 
sports, 231 
vacations, 243 
bifocals, 169 
bile, 112 
biochemistry 
allergy, 425 
birth defects, 479 
digestive system, 107 
nervous system, 114 
nutrition, 135 
respiratory system, 102 
skeleton, 74 
birds, diseases of, 526 
birth control. See contraceptives; planned 
parenthood 


birth defects 
disabilities, 479 
handicapped children, 482 
mongoloid, 592 
birthmarks 
skin, 87 
skin care, 175 
treatment, 361 
blackheads, 176 
blackouts, 355 
bladder 
cancer, 415 
cystitis, 430 
bladder control, 218 
bleach, skin, 178 
bleach, hair, 179 
bleeding 
calling doctor, 355 
first aid, 342 
blindness 
community health resources, 489 
voluntary health agencies, 501, 505 
blood and the circulatory system 
analysis, 100 
birth defects, 479 
blushing and flushing, 87 
bones, 75 
circulatory system, 95 
disease, 380 
drugs, 447 
medical folklore, 560 
pregnancy, 18 
respiratory system, 102 
smoking, 455 
types, 440 
voluntary health agencies, 503 
blood bank, 443 
blood pressure 
anesthesia, 438 
circulatory system, 96 
pregnancy, 18 
See also high blood pressure 
blood transfusion, 101 
blood, 440 
hepatitis, 518 
blushing, 87 
boating 
safety, 245, 282 
sports, 230 
body odor, 175 
boils, 519, 587 
bones, 75 
arthritis and rheumatism, 389 
ear, 125 
injuries, 347 
muscles, 91 
tooth decay, 153 
bowling, 230 
brain 
alcoholism, 459 
dementia, 189 
disease, 195 
ears, 123 
headaches, 395 
muscles, 89 
nervous system, 117 
Parkinson's disease, 398 
stroke, 381, 406 
tuberculosis, 418 
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Brain Research Foundation, 502 
bread, 136 
breakfast, 138 
breast 
cancer, 413 
development, 590 
pregnancy, 20 
breast development, 325 
breast feeding, 20, 36 
constipation, 34 
breathing, 93 
allergy, 424 
exercise, 94 
first aid, 343 
muscles, 93 
muscular dystrophy, 396 
nose and throat care, 181 
poliomyelitis, 403 
respiratory system, 102 
See also respiratory diseases 
breathlessness, 356 
Bright’s disease, 429 
bronchi, 106 
brucellosis, 524 
budget, family 
health care, 4, 329 
pregnancy, 26 
Buerger’s disease, 455 
building, home, 13 
burns 
fire, 262 
first aid, 346 
sunburn, 83 
bursa, 94 
bursitis, 393 


Caesarean birth, 52 
calories 
exercise, 229 
nutrition, 136 
obesity, 142 
camping, 246 
camps, children’s, 252 
cancer, 411 
blood transfusions, 442 
community health resources, 489 
inheritability, 593 
menopause, 64 
mouth, 154 
quackery, 324 
skin, 416 
smoking, 454 
swellings and lumps, 361 
voluntary health agencies, 502 
canoeing, 230 
capillaries, 97 
carbohydrates, 147 
carbon dioxide 
blood, 101 
respiratory system, 102 
carbon monoxide poisoning, 263 
carbuncle, 519 
cardiac muscle, 89 
cataracts 
adults, 169 
eyes, 167 
cells 


607 


allergy, 425 
birth defects, 479 
blood, 100 
bones, 75 
cancer, 411 
nervous system, 113 
central nervous system, 114 
cereals 
foods, 136 
infants, 38 
cerebellum, 119 
cerebral palsy, 502 
cerebrum, 117 
character disorders. See personality disorders 
charms, 561 
chemicals 
burns, 347 
farm safety, 291 
chickenpox, 517 
chilblain, 562 
childbirth 
birth defects, 479 
blood, 441 
emergency, 350 
family life, 25 
folklore, 555 
labor, 22 
mortality, 17 
sex education, 51 
voluntary health agencies, 505 
See also pregnancy 
child psychology, 204 
camping, 254 
habits, 211 
hospitalization, 369 
orphans, 25 
parent relationships, 204 
second child, 28 
children and child care 
aging, 68 
bad habits, 211 
behavior, 205 
deafness, 160 
eyes, 164 
handicapped children, 482 
health education, 503 
health examination, 128 
home safety, 260 
hospitalization, 369 
immunization, 513 
medication, 376 
mental retardation, 493 
mouth and teeth care, 149 
muscular dystrophy, 396 
nursing, 20 
orthodontry, 151 
parental responsibility, 4 
playground safety, 271 
rheumatic fever, 383 
sex education, 44 
sexual development, 53 
speech, 221 
sports, 237 
understand, 204 
See also home and family; life; infant care 
children’s camps, 252 
children’s diseases 
communicable diseases, 517 
leukemia and lymphoma, 415 
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tuberculosis, 420 
chiropractic, 325 
choking, 344 
cholesterol, 380 
Christmas Seal, 498 
chronic diseases, 128 
chronology (medical history), 540 
cigarettes. See smoking 
circulatory system, See blood and the 
circulatory system 
civil defense 
nuclear attack, 533 
war injuries, 352 
cleanliness, 10 
See also personal hygiene 
clergy 
grief, 202 
mental health, 199 
mental illness, 193 
clinical psychologist, 193 
clinics 
arthritis and rheumatism, 393 
out-patient, 368 
clothing 
foreign travel, 251 
insect bites, 248 
pregnancy, 20 
protective, 296 
travel, 242 
clotting, 101 
coaching, 236 
cocaine, 467 
cold cream, 177 
colds 
calling doctor, 356 
ear care, 159 
nose and throat, 181 
colic, 591 
collagen diseases, 392 
collecting (hobbies), 256 
colon, cancer of the, 414 
color blindness, 592 
common cold. See colds 
communicable diseases 
animal diseases, 524 
community health, 513 
home health, 11 
medical folklore, 559 
communications, doctor-patient, 300, 363 
community health services and 
resources, 312, 488 
American Medical Association, 309 
disasters, 530 
fluoridation of water, 151 
free services, 335 
health education, 511 
home delivery services, 22 
hospitals, 367 
information sources, 550 
listing, 3 
mental health, 195 
play areas, 226 
sewage, 11 
sex education, 62 
shelters, 534 
voluntary agencies, 497 
water supply, 11 
competitive sports, 235 
conception, 15 
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fertility, 39 

sexual intercourse, 50 
concussion 

first aid, 355 

head injuries, 347 
congenital defects 

cataracts, 167 

heart disease, 383 
congestive heart failure 

heart disease, 383 
Congress, 309 
conjunctivitis, 169 
constipation, 

calling doctor, 356 

infants, 34, 211 

laxatives, 446 

pregnancy, 19 

self-medication, 452 
contact lenses, 170 
contagious diseases. See 

communicable diseases 

contraceptives 

fertility, 39 

sex education, 45 
convalescent homes, 317 
conversion hysteria, 190 
convulsions, 356 
cooking 

foods, 135 

handicapped, 478 

See also foods; nutrition 
coronary thrombosis, 381 
cortex (brain), 117 
cosmetics, 174, 177 

quackery in, 325 
costs, medical 

budget, family, 329 

doctors, 306 

drugs, 450 

insurance, 329 
cough, 356 
courts, 194 
courtship, 58 
cranium. See skull 
cramp, muscular, 94 
creams, cleansing, 177 
crippled. See handicapped 
cross-eyes, 162, 164 
croup 

communicable diseases, 517 

throat care, 185 
crying, infant, 27, 214 
cultists, 324 
cuts, 266 
cycling. See bicycling 
cystic fibrosis, 502 
cystitis, 430 
cysts (kidney), 431 


D 
dairy products, 135 
Damon Runyon Memorial Fund for 
Cancer Research, Inc., 502 
dandruff, 171 
dark circles (eyes), 174 
dating, 58 
deafness 
ear care, 157 
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voluntary health agencies, 503 
Deafness Research Foundation, 507 
death, fear of, 208 
deaths, reduction in, 450 
deer fly fever, 528 
dementia, 189 
dental hygiene, See teeth, care of 
dentifrices, 151 
dentistry 

community health services, 314 

family dentist, 3 

mouth and teeth care, 149 
dentures, 156 
deodorants, 175 
depilatories, 172 
depression 

drugs, 448 

grief, 202 

mental illness, 189 

morning, 592 
deprivation, fear of, 208 
dermabrasion, 177 
dermatitis, 427 
dermatology. See skin 
detergents, 180 
development. See growth 
diabetes 

digestive system, 110 

disease, 385, 591 

emergency identification, 338 

insulin, 448 

quackery, 327 

voluntary health agencies, 505 
diagnosis 

alcoholism, 462 

blood, 442 

calling doctor, 355 

diabetes, 385 

disease, 319 

muscular dystrophy, 396 

narcotics addiction, 467 

quackery, 325 

rheumatism, 389 

self diagnosis, 593 

tuberculosis, 420 
diaphragm 

muscles, 95 

respiratory system, 106 
diarrhea 

infants, 517 

elderly, 589 

medical folklore, 559 

pregnancy, 20 

symptoms, 357 

travel, 250 
diet 

diabetes, 386 

food allergies, 428 

nutrition, 135 

old age, 71 

pregnancy, 18 

quackery, 327 

special diets, 140 

weight control, 145 

; See also foods; nutrition 
digestive system 

allergies, 428 

anatomy, 107 

cancer, 414 
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medical folklore, 559 
muscles, 93 
pregnancy, 19 
diphtheria 
communicable diseases, 517 
immunization, 515 
throat care, 185 
dirt eating, 213 
disasters, 530 
discipline 
child habits, 211 
child psychology, 204 
infants, 27 | 
grandparents, 69 
sexual development, 57 
shyness, 216 
disease 
animal diseases, 524 
communicable diseases, 512 
diagnosis, 319 
fear of, 209 
industrial, 133 
See also names of specific diseases and 
types of disease 
disease, mental. See mental health and 
mental illness 
disease prevention, 521 
disasters, 530 
disinfectant, 531 
diving, 234 
dizziness, 357 
DNA, 479 
doctors 
American Medical Association, 307 
community health services, 312 
diagnosis, 319 
emergencies, 349 
emergency location, 247 
faith, 66 
family doctor, 4 
fees, 306, 333 
foreign travel, 250 
health examination, 128 
hospitals, 367 
house calls, 366 
how to call, 363 
information source, 550 
obstetrics, 15 
patient relationships, 300, 309 
prescription drugs, 447 
quackery, 321 
selection, 300 
specialties, 313 
surgeons, 434 
treatment procedures, 5 
when to call, 355 
wives, 311 
dress. See clothing 
dressings, 376 
drinking. See alcoholism 
driving. See automobile 
dropsy, 557 
drowning 
first aid, 344 
water safety, 282 
drugs, 446 
acne, 176 
alcoholism, 463 
allergy, 426, 428 
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anesthesia, 437 
automobile safety, 279 
birth defects, 480 
cancer, 416 
disasters, 533 
drug industry, 450 
folklore, 554 
foreign travel, 251 
headaches, 395 
home nursing, 376 
home safety, 265 
mental illness, 194 
narcotics addiction, 466 
nose and throat, 182 
obesity, 143 
poisons, 345 
prescriptions, 302 
quackery, 322 
rheumatoid arthritis, 391 
self-medication, 451, 593 
smoking, 458 
travel, 247 
tuberculosis, 421, 448 
use of, 449 

dry cleaning, 270 

duodenum, 110 

dyes, hair, 178 

dystrophy, 396 


ear 
balance, 125 
care of, 157 
medical folklore, 560 
sense organ, 123 
skull, 78 
symptoms, 357 
throat infections, 183 
ear wax, 157 
eating 
infants, 211 
foreign travel, 249 
travel, 243 
See also foods; nutrition 
eclampsia. See toxemia 
eclipses, 167 
eczema, 427 
education 
child attitudes, 210 
driver training, 280 
information sources, 550 
medical, 304, 312 
pre-school, 32 
sex education, 44 
vision, 166 
See also health education 
eggs, 135 
electricity 
brain, 119 
home safety, 262, 264 
electric power, 530 
electric shock, 344 
electric shock therapy, 194 
electrocardiogram, 319 


electrolytic removal of hair, 172, 587 


elimination 
digestive system, 112 
sexual development, 55 
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embryo, 50 
emergencies 
calling doctor, 355, 363 
childbirth, 22 
community health resources, 496 
disasters, 530 
first aid, 342 
heart attack, 381 
vacations, 247 
emergency medical identification, 338, 589 
tourniquet, 343 
emotions 
aging, 68 
alcoholism, 461 
children, 208, 592 
daily living, 197 
drugs, 448 
farm safety, 288 
food, 140 
grief, 202 
handicapped children, 482 
headaches, 394 
hobbies, 256 
infant nutrition, 37 
infants, 31 
mental illness, 188 
nervousness, 359 
obesity, 142 
pregnancy, 26 
psychosomatic illness, 303 
skin care, 171 
symptoms of illness, 359 
emphysema, 454, 590 
encephalitis 
animal disease, 526 
Parkinson’s disease, 398 
endocarditis, 384 
endothelium, 97 
enuresis, 218 
enzymes, 107 
epidemics, 522 
epidermis. See skin 
epididymis, 50 
epilation, 172 
epilepsy 
brain, 196 
first aid, 347 
quackery, 327 
voluntary health agencies, 503, 507 
equilibrium. See balance 
erection, 50 
esophagus, 107 
muscles, 93 
estrogen, 65 
ether, 437 4 
examination, health. See health examination 
exercise 
muscles, 94 
old age, 71 
pregnancy, 20 
pulse, 96 
sports, 229 
weight control, 143 
eye 
anatomy, 120 
care, 162 
circles under, 587 
defects, 123 
disease, 325 
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headaches, 395 

spots before, 588 

symptoms, 357 

voluntary health agencies, 501, 507 
Eye-Bank for Sight Restoration, 501 


F 
face-lifting, 174 
faith 
daily life, 197 
grief, 203 
health, 66 
fallout 
first aid, 353 
nuclear attack, 534 
falls, 295 
false teeth, 155 
family. See children and child care; 
home and family 
family doctor, 3 
community health services, 312 
information source, 550 
surgery, 436 
farm life, 14 
animal disease, 524 
safety, 288 
fat, body. See weight control 
fatherhood 
childbirth, 24 
fertility, 39 
infant care, 27 
fatigue 
bedwetting, 218 
farm safety, 288 
symptoms, 357 
See also rest 
fats (in diet), 380 
fatty tumor, 587 
fears 
children, 208 
daily life, 197 
night terrors, 220 
psychoneurosis, 190 
feeblemindedness, 189 
See also mental retardation 
fees, medical, 306 
feet, flat, 595 
fenestration, 159 
fertility, 39 
fertilization. See conception 
fetus, 18, 50 
fever 
medical folklore, 557 
symptoms, 357 
thermometer, 373 
fiber, nerve, 113 
fibromas, 174 
fibrositis, 393 
Fight for Sight, 501 
fingernails, 174 
fingerprints, 81 
finger sucking, 212 
firearms, 267 
fires 
burns, 346 
dry cleaning, 270 
farm safety, 293 
home safety, 13 
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safety, 262 
first aid 
disasters, 532 
emergencies, 342 
foreign travel, 251 
heart attack, 381 
home nursing, 373 
insect bites, 248 
medical self-help, 537 
travel, 243 
fish, 135 
fishing, 285 
fitness. See physical fitness 
fleas, 529 
fluids, 147 
fluoridation of water, 151 
flushing, 87 
folklore, medical, 554 
breast feeding, 36 
foods, 135 
allergy, 425, 428 
camping, 246 
digestive system, 107 
foreign travel, 249 
medical folklore, 563 
quackery, 325 
salmonella infection, 527 
sanitation, 13 
supplements, 323 
weight control, 145 
See also diet; eating; nutrition 
food and drug control 
cosmetics, 177 
quackery, 322 
food poisoning 
salmonella, 527 
travel, 244 
food preservation, 138 
foot 
skeleton, 80 
toenails, 87 
football, 272 
foreign bodies (eyes), 167 
foreign travel, 249 
forgetfulness, 357 
formulas (baby) 
constipation, 34 
infants, 37 
formulas (diet), 147 
foundations. See yoluntary health agencies 
fractures 
bones, 76 
nose, 183 
freckles 
cosmetics, 178 
skin, 84 
frost bite, 350 
medical folklore, 562 
fruits, 136 
fund raising, 500 
furuncle, 519 


G 
galactosemia, 479 
gall bladder 
allergy, 428 


diet after removal, 589 
digestive system, 112 
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games 
hobbies, 256 
recreation, 228 
gamma globulin, 518 
gardening, 268 
gases, poisonous, 344 
gastric glands, 108 
gastrointestinal tract. See digestive system 
general practitioners, 301 
genetics 
allergy, 424 
birth defects, 479 
German measles, 481, 519 
geriatrics. See aging 
gingivitis, 153 
glands 
salivary, 107 
sex, 48 
skin, 84 
stomach, 108 
sweat, 81 
glasses, 164 
adults, 168 
contact lenses, 170 
glaucoma, 595 
adults, 169 
infants, 168 
glue-sniffing, 471 
“going steady,” 58 
golf, 231 
gout, 392 
granulated eyelids, 168 
grandparents, 68 
grief 
faith, 66 
mental health, 202 
grooming, 70 
See also personal hygiene 
growth 
child psychology, 204 
children, 25 
eye, 162 
fetus, 18, 50 
handicapped children, 485 
infants, 29, 34 
puberty, 56 
sexual development, 52 
teeth, 151 
group health insurance, 330 
guilt 
grief, 203 
handicapped children, 483 
masturbation, 57 
gum, 153 
guns, 267 
gunshot wounds, 348 
gymnastics, 231 
gynecology, 63 
See also childbirth; pregnancy 


H 

habit 

automobile safety, 280 

children, 211 

See also addiction 
hair 

balance, 125 

care, 171 
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pubic hair, 57 
removers, 587 
ringworm, 527 
skin, 86 
treatments, 178 
hairdressing 
baldness, 171 
cosmetics, 178 
hair dyes, 178 
hair removal, 172 
quackery, 327 
halitosis, 156, 591 
hallucinations, 189 
hallucinogens, 471 
hand 
fingernails, 87 
finger prints, 81 
handball, 232 
handicapped 
adults, 474 
blindness, 489 
children, 482, 490 
deaf, 160 
mental health, 4, 199 
poliomyelitis, 403 
travel, 243 
vision, 168 
voluntary health agencies, 501, 502 
handicrafts 
hobbies, 257 
recreation, 227 
hats, safety, 296 
hay fever, 423 
See also allergies 
headaches, 394 
eye care, 168 
sinuses, 182, 590 
symptoms, 357 
tension, 200 
head injuries, 347 
headaches, 395 
head noises, 591 
head rolling, 215 
health, mental. See mental 
health and mental illness 
health departments 
community health services, 317 
community health resources, 488 
epidemics, 522 
health education 
American Medical Association, 310 
communication health resources, 490 
information sources, 550 
medical folklore, 554 
medical progress, 547 
quackery, 322 
schools, 508 
health examination 
ear, 160 
eyes, 166 
foreign travel, 249 
periodic, 128, 301 
pregnancy, 17 
pre-marital, 15 
school, 511 
sports, 236 
workers, 132 
health history 
physical examination, 301 


INDEX 


pregnancy, 17 
health insurance, 330 
American Medical Association, 309 
childbirth, 22 
group, 330 
hospitalization, 367 
industrial, 133 
pregnancy, 26 
voluntary, 330 
health legislation, 309 
health museums, 551 
health quackery, 321 
health services. See 
community health resources 
hearing 
ear care, 157 
voluntary health agencies, 503 
See also deafness 
hearing aids, 160 
heart ° 
abnormalities, 383, 594 
circulatory system, 95 
disease, 380 
palpitation, 360 
heartburn, 20 
heart disease 
diagnosis, 319 
drugs, 447 
emergency identification, 338 
murmurs, 594 
smoking, 454 
tooth extraction, 17, 595 
voluntary health agencies, 503 
heat applications, 377 
heat exhaustion, 349 
heating pads, 374 
heat stroke, 350 
heating system 
disasters, 531 
home safety, 263 
housing, 8 
hemoglobin 
blood, 100 
respiratory system, 102 
hemophilia, 503 
hemorrhoids, 327 
hepatitis, 518 
hernia, 328 
heroin, 467 
hiccups, 358 
high blood pressure 
circulatory disease, 383, 594 
drugs, 448 
kidney disease, 430 
quackery, 327 
stroke, 407 
hiking, 246 
hives, 427 
hobbies, 256 
recreation, 227 
hoarseness 
cancer of the larynx, 415 
symptoms, 358 
throat care, 185 
home and family, 1 
accidents, 260 
aging, 68 
alcoholism, 464 
budgeting for health, 329 
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childbirth, 22 
children, 25 
community health services, 312 
dating, 58 
disasters, 531 
family doctor, 300 
family limitation, 41 
farm safety, 288 
fertility, 39 
foods and nutrition, 135 
handicapped, 474, 477 
handicapped children, 483 
health factors, 8 
meals, 147 
nursing, 371 
play areas, 226 
recreation, 227 
religion, 66 
rural home, 14 
school, 508 
separation, 210 
sewage disposal, 494 
sex education, 44 
stroke, 408 
vacation, 239. 
See also children and child care; 
housing; marriage; parenthood 
home delivery services, 22 
home nursing, 371 
communicable disease, 522 
Parkinson’s disease, 399 
stroke, 408 
tuberculosis, 422 
homeopathy, 562 
home safety, 260, 294 
drugs, 449 
Parkinson’s disease, 399 
poisons, 345, 492 
homosexuality, 60 
honey, 556 
HOPE, Project, 506 
hormones 
acne, 176 
allergy, 427 
baldness, 171 
menopause, 63 
pregnancy, 17 
quackery, 327 
sex education, 48 
horseback riding, 232 
hospital insurance. See health insurance 
hospitals, 367 
childbirth, 21 
community health services, 315 
health insurance, 331 
health museums, 551 
mental illness, 188, 194, 491 
narcotics addiction, 469 
packaged disaster hospitals, 536 
poliomyelitis, 403 
tuberculosis, 494, 499 
hostility, 203 
hotels, 243 
hot water bottles, 374 
house calls, 366 
housing 
health factors, 8 
heating systems, 263 
farm home safety, 294 
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shelters (nuclear attack), 534 

See also home and family; home safety 
hydrophobia. See rabies 
hygiene. See personal hygiene 
hymen, 15 

sex education, 48 
hypertension. See high blood pressure 
hypochrondia, 71 

See also emotions; psychomatic illness 
hypnosis 

alcoholism, 463 

childbirth, 24 

psychotherapy, 194 
hysterectomy, 64 
hysteria, 190 


I 
ice skating, 232 
identification, emergency medical, 338 
ileum, 112 
illumination. See lighting 
immunization 
American Medical Association, 310 
blood, 442 
communicable diseases, 512 
emergency identification, 338 
foreign travel, 249 
health education, 550 
infants, 34 
poliomyelitis, 402 
rabies, 493, 527 
tuberculosis, 422 
indigestion, 358 
industrial health, 132 
community health resources, 496 
industrial safety, 295 
infant care, 27, 34 
behavior patterns, 205 
behavior problems, 211 
birth defects, 479 
ear, 160 
emotions, 37 
eye, 162 
feeding, 211 
immunization, 516 
nose and throat, 182 
prenatal care, 15 
sex education, 44 
sexual development, 53 
unwed mothers, 495 
voluntary health agencies, 505 
See also children and child care 
infantile paralysis. See poliomyelitis 
infant mortality, 17 
infections 
acne, 175 
animal disease, 524 
babies, 34 
brain, 196 
communicable diseases, 512 
diabetics, 386 
drugs, 447 
ear, 157 
eyes, 166, 169 
headaches, 395 
heart disease, 384 
immunization of infants, 34 
larynx, 185 
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mouth, 153 
nephritis, 429 
nose and throat, 181 
teeth, 155 
throat, 184 
travel, 244 
tuberculosis, 418 
infectious hepatatis, See hepatitis 
infectious mononucleosis 
communicable diseases, 519 
throat care, 185 
infertility. See fertility 
inflammation 
headaches, 395 
rheumatism, 389 
See also infections 
influenza 
communicable disease, 518 
quackery, 327 
injuries 
bones and joints, 347 
calling doctor, 355 
cuts, 266 
eyes, 166 
first aid, 342 
head, 347 
home safety, 260 
industrial safety, 295 
sports, 235 
inoculation. See immunizations 
insect bites and stings 
first aid, 346, 350 
vacations, 247 
insects 
disease prevention, 521 
home health, 12 
salmonella, 527 
insomnia 
children, 220 
drugs, 446 
symptom, 361 
insulin 
diabetes, 385 
drugs, 448 
pancreas, 110 
insulin shock therapy, 194 
insurance, See health insurance 
internists, 301, 312 
intestines, 110 
See also digestive system 
iris (eye), 120 
isoniazid, 421 
itching 
allergies, 427 . 
symptoms, 358 
J 
jaundice 
animal diseases, 525 
hepatitis, 518 
medical folklore, 559 
symptoms, 358 
jejunum, 112 
joints 
arthritis and rheumatism, 389 
skeleton, 79 
Journal of the American Medical 
Association, 307 
juvenile delinquency, 45 


INDEX 
K 


kerosene, 557 

kidney 
bedwetting, 219 
digestive system, 112 
disease, 429 
infection, diet after, 589 
leptospirosis, 525 
quackery, 327 
stones, 588 
toxemia, 21 
transplants, 429 
voluntary health agencies, 503 


L 
labor. See industrial health 
labor. See childbirth 
laboratory tests 

allergy, 426 
birth defects, 479 
diabetes, 385 
diagnosis, 319 
health examinations, 131, 302 
pre-marital examination, 493 
pregnancy, 17 
skin sensitivity, 180 
surgery, preparation for, 438 
technicians, 314 
tuberculin test, 35 
tuberculosis, 420 
laryngitis. See croup 
larynx 
cancer, 415 
respiratory system, 105 
smoking, 454 
throat care, 185 
lawn mowers, 269 
laxatives 
drugs, 446 
self-medication, 452 
See also constipation 
lead poisoning, 213 
learning 
children, 210 
infants, 36 
sexual development, 55 
legislation, health, 309 
legumes, 135 
lens (eye), 120 
See also cataracts 
Leonard Wood Memorial for the Eradication 
of Leprosy, 503 
leprosy, 503 
leptospirosis, 525 
leukemia, 413 
Leukemia Society, 502 
life jackets, 283 
lifting, 295 
ligaments, 91 
lighting 
eyes, 166 
housing, 9 
limbs, 79 
liver 
alcoholism, 460 
cirrhosis, 589 
digestive system, 112 
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toxemia, 21 
liverspots, 588 
lobotomy 
brain, 119 
mental illness, 194 
lock-jaw. See tetanus 
longevity, 128 
See also aging 
lotions, 446 
love 
sex education, 44 
sexual development, 55 
lumps, 361 
lungs 
cancer, 413 
respiratory system, 196 
smoking, 454 
tuberculosis, 418 
lymphoma, 415 


M 


machinery 
farm safety, 290 
industrial safety, 297 
malnutrition, 212 
See also nutrition 
malocclusion 
teeth care, 151 
thumb sucking, 215 
Malta fever, 524 
Margaret Sanger Research Bureau, 506 
marijuana, 467 
marriage 
fertility, 39 
parenthood, 25 
pre-marital examinations, 15, 493 
pre-marital relations, 60 
sex education, 44 
teen-agers, 40 
See also home and family; parenthood 
marrow, 74 
masturbation 
puberty, 57 
sex play, 55 
Maternity Center Association, 505 
meals, timing of, 147 
See also eating; foods 
measles 
communicable disease, 518 
immunization, 516 
meats, 135 
medical costs. See costs, medical 
medical folklore. See folklore, medical 
medical history. See health history 
medical insurance. See health insurance 
medical quackery. See quackery 
medical research 
birth defects, 479 
medical history, 540 
voluntary agencies, 497 
medical technicians, 314 
medicine, history of, 540 
folklore, 554 
medicines. See drugs 
medication, 376 
See also drugs 
melanoma, 416 
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membranes 
brain, 119 
circulatory system, 97 
digestive system, 108 
ear, 123 
muscles, 93 
nose, 103 
memory, 409 
Meniere’s disease, 159 
meningitis 
communicable diseases, 519 
tuberculosis, 418 
menopause, 63 
menstruation 
conception, 15 
menopause, 63 
pregnancy (in), 588 
puberty, 56 
sexual development, 52 
teen-age, 588 
mental health and mental illness, 188 
alcoholism, 461 
babies, 34 
children, 208 
community health resources, 491 
daily living, 197 
drugs, 448 
first aid, 350 
grief, 202 
handicapped children, 483 
headaches, 394 
hobbies, 256 
lobotomy, 119 
masturbation, 57 
menopause, 63 
obesity, 142 
privacy, 9 
psychosomatic illness, 303 
sexual abnormalities, 60 
symptoms, 358 
voluntary health agencies, 503 
mental health clinics, 195 
mental retardation 
birth defects, 479 
community health resources, 493 
mental illness, 189 
voluntary health agencies, 504 
metastasis, 411 
migraine, 395 
milk 
brucellosis, 524 
foods, 135 
infants, 36 
vitamins, 38 
miscarriage, 21 
moles 
melanoma, 416 
quackery, 327 
skin care, 175 
symptoms, 361 
mononucleosis 
communicable diseases, 519 
throat care, 185 
morality 
adolescence, 57 
sex education, 45 
morphine 
drugs, 448 
narcotics, 467 


mortality, infant, 17 
mosquito 
encephalitis, 526 
repellents, 248 
motion sickness, 242 
motoring. See automobile 
motor skills, 36 
mouth 
care of, 149 
smoking, 454 
soreness, 358 
mouthwash, 156 
mowers, 269 
multiple sclerosis 
neuromuscular diseases, 400 
voluntary health agencies, 504 
mumps, 519 
muscles, 88 
anesthesia, 437 
arthritis and rheumatism, 389 
digestive system, 107 
disorders, 359 
exercise, 229 
hair, 86 
heart, 95 
lungs, 106 
nervous, system, 113 
neuromuscular diseases, 396 
poliomyelitis, 402 
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muscular development (infants), 29, 36 


muscular dystrophy, 396 

Muscular Dystrophy Associations 
of America, Inc., 504 

museums, health, 551 

music, 256 

myasthenia gravis, 401 

Myasthenia Gravis Foundation, 504 

myocardial infarction, 381 


N 


nail biting, 592 
nails, 87 
narcotics 
addiction, 466 
anesthesia, 438 
community health resources, 490 
drugs, 448 
mental illness, 191 
prescriptions, 302 
Narcotics Anonymous, 471 


National Association for Mental Health, 503 


National Association for Retarded 
Children, 504 


National Council on Alcoholism, 501 


National Cystic Fibrosis Research 
Foundation, 502 

National Epilepsy League, 503 

National Foundation, 505 


National Foundation for Neuromuscular 


Diseases, Inc., 504 
National Health Council, 500 


National Hemophilia Foundation, 503 


National Kidney Foundation, 503 
National Medical Foundation for 
Eye Care, 507 


National Multiple Sclerosis Society, 504 
National Rehabilitation Association, 505 
National Society for Crippled Children, 503 
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National Society for Medical Research, 506 
National Society for the Prevention of 
Blindness, 501 
National Tuberculosis Association, 497 
natural childbirth, 24 
nausea 
heart attack, 381 
medical folklore, 559 
pregnancy, 17 
symptoms, 359 
nephritis, 429 
nephrosis, 429 
nerves and the nervous system, 
anatomy, 113 
ear, 125 
headaches, 395 
muscles, 89 
neuromuscular diseases, 396 
poliomyelitis, 402 
sense organs, 120 
skin, 81 
tooth ache, 155 
nervousness 
doctor-patient relationships, 303 
psychoneurosis, 190 
symptoms, 359 
neuromuscular diseases, 396 
poliomyelitis, 402 
voluntary health agencies, 504 
neurasthenia, 190 
neurosis. See psychoneurosis 
night air, 9 
night blindness, 170 
nightmares 
children, 220 
Parkinson’s disease, 400 
nitrogen, 106 
noise, 9 
nose 
care, 181 
post-nasal drip, 590 
respiratory system, 102 
smell, 123 
nosebleed 
emergencies, 355 
medical folklore, 559 
nose and throat care, 181 
nourishment. See nutrition 
nuclear attack 
disasters, 533 
first aid, 352 
numbness, 360 
nursing 
community health services, 314 
community health resources, 491 
health education, 510 
home delivery services, 22 
home nursing, 371 
poliomyelitis, 403 
See also hospitals 
nursing (of infants), 20 
? See also breast-feeding 
nursing homes, 317 
nutrition, 135 
acne, 176 
digestive system, 107 
gums, 153 
infants, 36, 211 
mouth and teeth care, 149 
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old age, 71 
pregnancy, 18 
respiratory infections, 182 
weight control, 145 
See also diet; foods 
nuts, 135 


o 


obscenity, 31 
obesity. See weight control 
obstetrics. See childbirth; pregnancy 
oculist, 162 
oils, skin, 84, 172 
ointments, 446 
old age. See aging 
olfactory organs, 123 
opium 
drugs, 448 
narcotics, 467 
opthalmologist, 162 
optician, 162 
optometrist, 162 
organs. See anatomy; transplants of organs. 
See also the names of the various organs 
orphans, 25 
ornithosis, 526 
orthodontry, 151 
ossicles, 125 
osteoarthritis, 391 
osteoblast, 75 
osteoclast, 75 
osteocyte, 75 
otosclerosis, 159, 588 
out-patient treatment, 316, 368 
ovaries 
menopause, 63 
sex education, 48 
oxygen 
blood, 100 
respiratory system, 102 


P 
pain 
anesthesia, 437 
arthritis and rheumatism, 389 
drugs, 446 
headaches, 394 
heart attack, 381 
narcotics, 448 
self-medication, 452 
symptoms, 360 
teeth, 155 
palpitation, 360 
palsy, 397 
pancreas 
diabetes, 385 
digestive system, 110 
paralysis 
brain, 119 
multiple sclerosis, 400 
poliomyelitis, 402 
stroke, 383, 406 
symptoms, 360 
paranoia, 190 
parasites 
ringworm, 527 
round worms, 528 
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swimmer’s itch, 246 
parenthood 
aging, 68 
children’s camps, 255 
competitive sports, 237 
family life, 25 
fertility, 39 
habits, 211 
handicapped children, 482 
health education, 508 
recreation, 227 
sex education, 46 
stuttering, 222 
understanding children, 204 
voluntary health agencies, 505 
See also children and child care; discipline; 
fatherhood; home and family; 
infant care; marriage 
Parkinson’s disease 
brain, 196 
neuromuscular diseases, 397 
parks, 271 
parrot fever, 526 
pediatricians, 301 
pediatrics. See children and child care; 
infant care 
penicillin 
allergies, 428 
drugs, 447 
penis, 48 
pep pills 
drugs, 446 
narcotics, 471 
quackery, 327 
periodontitis, 153 
periodontosis, 153 
periosteum, 76 
peritoneum, 112 
personal hygiene 
acne, 176 
diabetics, 388 
disease prevention, 522 
ear care, 157 
eye care, 162 
mouth and teeth care, 149 
nose and throat care, 181 
older people, 70 
skin care, 171 
personality development 
child, 33 
children’s camps, 252 
growth, 209 
shyness, 216 
personality disorders 
alcoholism, 461 
mental illness, 190 
narcotics addiction, 469 
stroke, 406 
See also mental health and mental illness 
perspiration 
deodorants, 175 
skin, 81 
pertusis. See whooping cough 
pets 
animal disease, 524 
care, 529 
rabies, 493 
vermin, 12 
peyote, 467 
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pharmaceuticals. See drugs 
pharynx, 105 
philanthropy. See voluntary health 
agencies, 500 
phobias 
children, 208 
psychoneurosis, 190 
physical education, 508 
physical examinations. See health 
examinations 
physical fitness 
health education, 508 
sports, 229 
physical therapy 
mental illness, 193 
muscular dystrophy, 396 
Parkinson’s disease, 398 
poliomyelitis, 403 
See also rehabilitation 
physicians. See doctors; specialists, medical 
pica, 213 
pigment, 87 
pimples, 176 
pink-eye, 166 
PKU, 480 
placenta, 52 
“planned parenthood,” 39 
See also contraceptives 
Planned Parenthood Federation of 
America, 505 
plants 
medical folklore, 557 
poisonous, 248 
plasma, blood, 100 
plastic surgery 
ear, 159 
face-lifting, 174 | 
platelets, 101 
play | 
camps, 252 
children, 226 
infants, 30 
preschool, 32 
safety, 271 
sex play, 55 
See also recreation; sports 
play areas (house), 9 
plumbing, 12 
See also sewage disposal 
poisons and poisoning 
control, 492 
dirt eating, 213 
drugs, 449 
farm safety, 290 
first aid, 345 
food, 244 
gas, 263 
home safety, 265 
insect bites, 247, 350 
plants, 247, 350 
snakebite, 248 
vermin, 12 
See also toxemia 
poison gases, 344 
poisonous plants 
allergies, 427 
camping, 248 
first aid, 350 
poliomyelitis 
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communicable diseases, 519 
disabling diseases, 402 
immunization, 515 
voluntary health agencies, 505 
pollen, 425 
pollution 
air, 488 
water, 495 
polycystic kidneys, 431 
population explosion, 41 
pores, enlarged, 174 
pork, 528 
poultices, 560 
poultry, 135 
pregnancy, 15 
birth defects, 479 
diabetics, 388 
emotions, 26 
family life, 25 
fertility, 39 
folklore, 555 
sex education, 45 
unwed mothers, 495 
See also childbirth 
pre-marital examination, 15 
community health resources, 493 
premature birth, 51 
prenatal care. See pregnancy 
People-to-People Health Foundation, 506 
prescriptions 
doctors, 302 
drugs, 447, 449 
preservation of foods, 138 
preventive medicine 
disease prevention, 521 
doctors, 303 
privacy, 70 
promiscuity, 60 
prostate gland 
quackery, 327 
protein 
allergy, 423 
nutrition, 135 
obesity, 145 
psittacosis, 526 
psychiatric social worker, 193 
psychiatry. See mental health and 
mental illness 
psychoanalysis, 193 
psychology 
handicapped, 474 
smoking, 455 
See also child psychology; emotions; 
mental health and mental illness 
psychoneurosis 
daily life, 197 
mental illness, 190 
psychopathic personality, 191 
psychosomatic illness 
doctor-patient relationships, 303 
mental illness, 193 
tension, 200 
psychosis, 189 
psychotherapy 
headaches, 394 
mental illness, 193 
puberty, 56 
Public health 
animal diseases, 524 
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communicable diseases, 512 
community health resources, 488 
disasters, 530 
disease prevention, 303, 521 
health departments, 317 
health education, 510 
immunization of infants, 34 
narcotics addiction, 466 
voluntary agencies, 497 
public health nurse, 491 
Public Health Service, U.S., 457 
pulse 
heart, 96 
home nursing, 374 
pyelonephritis, 430 
pyorrhea, 153 


Q 


quackery, 321 
American Medical Association, 311 
cancer, 417 
types of, 325 

Q-fever, 526 


R 


rabbit fever, 528 
rabies, 526 
community health resources, 493 
racquets, 233 
radiation therapy, 416 
radioactivity 
first aid, 353 
nuclear attack, 534 
quackery, 327 
rashes 
skin allergies, 427 
symptoms, 360 
rats and mice, 12 
records, health, 131 
recreation 
children, 226 
children’s camps, 252 
hobbies, 256 
home play areas, 9 
physical fitness, 229 
playground safety, 271 
vacations, 239 
See also play; sports 
rectal thermometer, 373 
rectum, cancer of the, 414 
reducing. See weight control 
Red Cross, 506 
refrigeration of food, 13 
regurgitation, 212 
rehabilitation 
alcoholism, 462 
cancer of the larynx, 416 
community health resources, 489 
handicapped, 474 
mental health, 199 
poliomyelitis, 403 
stroke, 408 
therapists, 314 
voluntary health agencies, 497, 501, 505 
workmen’s compensation, 496 
relaxation, 226 
religion 
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family limitation, 42 
health, 66 
See also faith 
reproduction, human, 47 
research. See medical research 
respiratory diseases 
allergy, 424 
asthma, 426 
influenza, 518 
nose and throat care, 181 
smoking, 454 
See also colds 
respiratory system, 102 
See also breathing 
rest 
menopause, 65 
pregnancy, 20 
rheumatoid arthritis, 390 
vacations, 239 
restaurants 
diets, 140 
travel, 243 
retarded children. See mental retardation 
retina, 120 
retirement hobbies, 256 
rheumatic fever, 383 
. rheumatism, 389 
Heberden’s nodes, 593 
medical folklore, 560 
quackery, 324 
voluntary health agencies, 501 
Rh factor 
blood, 441 
pregnancy, 18 
rhythm method (contraception), 43 
ribs, 78 
tickets, 215 
ringworm, 527 
roads and highways, 274 
roller skating, 232 
Roman Catholics, 42 
round worms, 528 
Towing, 230 
rubella, 519 
rubeola, 518 
rules of the road, 284 
rumination, 213 
running, 232 
running away, 32 
rupture, 328 
rural life. See farm life 


S 


Sabin vaccine, 405, 516 
safety 
bicycling, 274 
boating, 245, 282 
camping and hiking, 246 
disasters, 531 
drugs, 322, 449 
equipment, 295 
eyes, 166 
farm, 14, 288 
fires, 262 
fires (farm), 293 
health education, 510 
home, 13, 260 
industrial, 132, 134, 295 
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old age, 71 
pedestrians, 32 
playground, 271 
poisons, 345 
rural traffic, 291 
self-medication, 451 
sports, 152, 230 
swimming, 245, 282 
swimming pools, 234 
vacations, 241 
water skiing, 246 
saliva, 107 
Salk vaccine, 405, 515 
salmonella, 527 
salt-free diet, 147 
sandboxes, 272 
sanatorium, 499 
sanitation 
disaster, 532 
food, 13 | 
home, 11 
vermin, 12 
water, 11 
See also personal hygiene; sewage disposal 
scabies, 587 
scalp, 171 
school health program 
American Medical Association, 311 
community health services, 317 
education, 508 
sclerosis, 196 
scrotum, 49 
Scuba diving 
safety, 287 
sports, 234 
seasickness, 246 
seat belts, 280 
sebaceous glands, 84 
security (children), 28, 208 
sedatives 
drugs, 446 
narcotics, 466 
self-help, medical, 537 
self-medication, 451 | 
self-pity, 70 | 
semen, 49 
senile dementia, 189 
senior citizens. See aging 
sensation, loss of, 358 
senses and sense organs, 120 
cranial nerves, 117 
ears, 157 
eyes, 162 
nervous system, 113 
nose, 181 | 
skin, 81 
separation | 
children, 210 . | 
children’s camps, 254 | 
septic tank, 494 
septum, deviated, 181 
sewage disposal 
community health resources, 494 
disasters, 530, 532 
home health, 11 
rural home, 14 
water pollution, 495 
sex determination, 50 
sex differences 


INDEX 


dating, 58 
sexual development, 55 
sex education, 44 
dating, 58 
menopause, 63 
infants, 27 
pregnancy, 15 
quackery, 328 
sexual development, 52 
venereal disease, 495 
sexual abnormalities, 60 
sexual intercourse 
sex education, 50 
stroke, 409 
shampoos 
dandruff, 171 
hair treatment, 178 
shaving, 172 
shelters, 534 
shingles, 590 
shock 
first aid, 344 
grief, 202 
shock, electric. See electric shock 
shock therapy 
electric, 194 
insulin, 194 
shoes 
pregnancy, 20 
safety, 296 
shyness, 216 
sibling rivalry, 28 
sidewalks, 274 
silicosis, 590 
sinus 
allergy, 425 
nose care, 181 
quackery, 328 
respiratory system, 103 


Sister Elizabeth Kenny Foundation, 503 


skeleton, 74 
muscles, 88, 91 

skiing, 232 

skin and skin care, 81, 171 
cleansing, 172 
eyelids, 168 

skin disorders 
allergy, 424, 427 
diabetes, 388 
drugs, 446 
lip cancer, 154 
medical folklore, 561 
Parasites, 246 
quackery, 328 
rashes, 360 
ringworm, 527 
sores, 361 

skin diving, 234 

skin grafts, 479 

skull 
brain, 117 
respiratory system, 102 
Sense organs, 121 
skeleton, 77 

sleep 
anesthesia, 437 
bedrooms, 10 
children, 219 
disturbances, 361 


drugs, 448 
infants, 26 
sanitation, 13 
smell 
loss of, 590 
nose, 181 
sense organs, 123 
smallpox immunization, 35, 513 
smoking 
allergy, 425 
cancer, 413 
eye infections, 169 
health, 454 
heart disease, 380 
mouth cancer, 154 
quackery, 328 
throat care, 183 
“snacks,” 140 
snake bites, 248 
first aid, 346 
soap, 172, 180 
socialization of children, 210 
social service 
hobbies, 257 
psychiatry, 193 
sores, 361 
spasm, muscular, 359 
specialists, medical, 312 
anesthesiologists, 437 
fertility, 39 
surgeons, 434 
speech 
infants, 29 
infants’ hearing, 160 
larynx, 105 
vocabulary growth, 31 
speech problems 
children, 221 
infants, 205 
stroke, 409 
voluntary health agencies, 503 
spermatozoon, 47 
sphincter 
circulatory system, 99 
muscles, 93 
stomach, 110 
spider bites, 346 
spinal chord 
nervous system, 114 
spine 
birth defects, 479 
bones, 76 
“spitting up,” 34, 212 
sports 
boating and swimming safety, 282 
competitive sports, 235 
physical fitness, 229 
playground safety, 272 
recreation, 228 
safety, 235 
teeth care, 152 
See also play 
sportsmanship, 235 
squint. See strabismus 
staphyloccocal infections, 519 
state health departments, 317 
steam inhalations, 377 
sties, 519 
stimulants 
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drugs, 446 
pep pills, 327 
stomach 
alkalizers, 453 
digestive system, 108 
cancer, 415 
medical folklore, 559 
muscles, 93 
ulcers, 328, 589 
storytelling, 32 
strabismus, 162, 164 
streptococcal infections 
communicable diseases, 520 
rheumatic fever, 383 
throat, 184 
streptomycin, 421 
stroke 
circulatory disease, 381, 406 
heat stroke, 350 
mental illness, 196 
stubbornness, 216 
study, 160 
stuttering, 221 
sugar 
diabetes, 385 
nutrition, 140 
teeth, 151 
suicide 
mental illness, 188 
threats, 192 
sulfa drugs, 447 
sulphur and molasses, 560 
sunburn and suntan 
first aid, 346 
safety, 246 
skin, 83, 174 
superstition, 554 
Surgeon General, U.S., 457 
surgery 
anesthesia, 437 
blood, 440 
cataracts, 168, 169 
ear, 159 
eye, 170 
health insurance, 331 
lobotomy, 194 
medical specialties, 313 
nervous system, 114 
nose, 181 
need for, 434 
Parkinson’s disease, 398 
tuberculosis, 422 
sweating 
deodorants, 175 
skin, 81 
sweets 
nutrition, 140 
teeth, 151 
swelling 
arthritis and rheumatism, 389 
drugs, 447 
heart failure, 383 
nephrosis, 430 
symptoms, 361 
swimmer’s itch, 246 
swimming 
safety, 245, 282 
sports, 233 
swimming pools, 234 
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swine herder’s disease, 525 

swings, 271 

symptoms, 355 
cancer, 413 
diabetes, 385 
hay fever, 425 
heart disease, 381 
mental illness, 191 
myasthenia gravis, 401 
narcotics addiction, 467 
poliomyelitis, 402 
self-medication, 451 
stroke, 406 

Synanon, 470 


1r 
tanning, sun. See sunburn and suntan 
taste 
digestive system, 107 
sense organs, 123 
teacher, 509 
tears, 162 
technicians, 315 
teenagers. See adolescence 
teeth 
care of, 149 
digestive system, 107 
reimplantation, 152 
pregnancy, 20 
temperature, body 
skin, 81 
thermometer, 373 
tendons, 91 
tennis, 234 
tension 
daily living, 200 
headaches, 394 
psychoneurosis, 190 
smoking, 455 
testicles 
descent, 54 
sex education, 48 
tests, laboratory. See laboratory tests 
tests, psychological, 193 
tetanus 
allergy, 338 
communicable diseases, 520 
immunization, 515 
immunization of infants, 35 
thalidomide, 480 
therapists, 314 
See also physical therapy 
thermometer, 373 
throat, 181 
thrombophlebitis, 384 
thrombosis, 408 
thumb sucking, 215 
ticks 
camping, 248 
Q-fever, 526 
tingling, 360 
tissues 
alcoholism, 460 
arthritis and rheumatism, 389 
cancer, 411 
circulatory system, 97 
mouth, 154 
muscles, 88 
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organ transplants, 434 
tobacco. See smoking 
Today’s Health, 310 
toilet training, 31 
tongue 

digestive system, 107 

muscles, 93 

soreness, 358 

taste buds, 123 
tonics, 324 
tonsils 

nightmares, 220 

respiratory system, 105 

throat, 183 
tools 

gardening, 268 

home safety, 267 

power tools, 269 
toothache, 155 
toothbrushes, 151 
touch, loss of, 358 
tourniquet, 343 
toxemia 

diabetes, 388 

pregnancy, 21 
toys 

playground safety, 272 

safety, 167 
trachea, 106 
traffic, 292 
tranquilizers 

alcoholism, 463 

drugs, 448 

mental illness, 194 
transfusion. See blood transfusion 
transplants of organs 

birth defects, 479 

kidney, 429 

surgery, 434 
travel 

automobile safety, 278 

foreign travel, 249 

health, 241 
trembling 

Parkinson’s disease, 398 

symptoms, 361 
trench mouth, 154 
trichinosis, 528 
Trudeau, Edward, 497 
tularemia, 528 
tuberculosis 

communicable disease, 520 

community health resources, 494 

dangerous diseases, 418 

immunization, 35 

medical folklore, 557 

National Tuberculosis Association, 497 

quackery, 328 
typhoid fever, 520 


U 
ulcers, 328 
umbilical cord, 52 
unconsciousness 
first aid, 347 
symptom, 356 


undulant fever, 524 
United Cerebral Palsy Association, 502 
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unwed mothers, 495 

urethra, 48 

uric acid, 392 

urine and urination 
bladder control, 218 
cancer, 415 
diabetes, 385 
digestive system, 112 
disorders, 361 
kidney disease, 429 
maple sugar disease, 479 
pregnancy, 17 

urticaria, 428 

uterus 
cancer, 414 
hysterectomy, 64 
sex education, 48 
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vacations, 239 
vaccination. See immunization 
vagina, 48 
varicella. See chickenpox 
varicose veins 
circulatory system, 100 
circulatory disease, 384 
vascular disease, 384 
vegetables, 136 
vein, 95 
venereal disease, 495 
ventilation, 8 
vermin, 12 
vertebrae. See spinal system 
veterinarian, 529 
veterans, 496 
Vincent’s infection, 154 
viral encephalitis, 526 
virus 
birth defects, 479 
cancer, 412 
communicable diseases, 512 
poliomyelitis, 402 
vision, 164 
See also blindness 
visiting nurse, 491 
vitamins 
infants, 38 
nutrition, 135 
quackery, 325 
voice, changing of, 57 
voice box. See larynx 
volleyball, 234 
voluntary health agencies, 497 
Alcoholics Anonymous, 463 
community health services, 318 
definition, 3 
narcotics addiction, 470 
sex education, 62 
vomiting 
infants, 34, 212 
poisoning, 345 
symptoms, 359 
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walking 


exercise, 234 
infants, 29 
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CALORIES IN COMMON FOODS 


DAIRY FOODS 


SERVING CALORIES” 


Butters AS Ehe en ovi 1 tbsp...... 95 


whipped.. 7 
Half and half...... Y cup...... 80 
Milk (8 oz.) 


buttermilk...... 1 glass..... 85 
Ice Cream 


Carrot...... ...1medium..25 
Celery...... ++.2 Stalks....10 
Cucumber. Ya med..... 10 
Lettuce...... «+. head....10 
Lettuce, green....1lg.leaf..... 2 
Onion, green...... 1 medium...5 
Radish..... -..1 medium...2 
TOMATO Anae cscs 1 medium..25 


GREEN VEGETABLES 


(cooked) 


Asparagus........ 
Broccoli.... 2 
Cabbage.......... 
Green Beans..... 


Pepper, green....1medium..30 


OTHER VEGETABLES 


(cooked) 
SERVING CALORIES 
Herts ae eee. Yz cup..... 40 
Carrots vcniicaveece Ycup..... 25 
Cauliflower........ Ye Cup..... 25 
CBee gee atc ess 1med.ear100 
E a aT POORER EAA 1 large..... 50 
Potatoes 
plain.... ...1 small....85 
mashed... .”cup....150 
creamed........ Ye cup....160 
French fried....10 pieces.160 
Squash, winter....4cup..... 40 
Sweet Potato...... % large...100 
Tomatoes......... Ye CUD. sss: 20 


SALADS 

Chicken-celery . . . y2 cup. ...170 
(mayonnaise) 

Cole slaw.......... Y CUP... 85 
(cream dressing) 

Banana-nut....... Yə cup....260 
(mayonnaise) 

Combination...... 1 med...... 40 
(lemon juice) 

Perfection........ Y%cup..... 40 
(no dressing) 

Potatosan icra ss’ Yz cup....200 


(mayonnaise) 


Dressing 


French.... 


mayonna’ 


ise..... 


Thousand Is'd... 


SIN 
Kas A 
A 


FRUITS AND FRUIT 


JUICE 


S 


5 halves... 
6 halves... 
% pear.. .265 
1 med.. ..100 
Ye med 


SERVING CALORIES 
Cherries, sweet...15 iarge...80 
Dates, dried....... K s OR 95 
Fruit cocktail 


Peach, fresh. 


canned... 
Pear, fresh. 

canned... 2 
Pineapple......... A" 
Prunes 
Raisins 
Raspberries.......42cup..... 45 
Rhubarb sauce... cup..:.175 
Strawberries...... 10 large...40 
Watermelon....... med.serv. 100 


BREADS AND CEREALS 


BISCUIE eaat 2 smalil...100 
Bread, av.........+ 1 02. Sl... 75 
thin Sls... 50 

Cereals, average 
cooked,......... Yo CUPs..+- 75. 


ready prep'd....1¢., 1.0z. 100 


Cornbread. .......2" square 130 
Crackers.......... 2" square..20 
Doughnut, yeast..1, 3".....- 125 
Muffin, av........- 


Roll, av. 
sweet, iced. 
Ry-Krisp. . 


` 


MEAT, POULTRY, FISH, 
EGGS 


Meat and Poultry _ 
cooked, med. serving 75 
loas savei. s 320Z... l 


`s 


Controlling weight is more than counting calories. 
When reducing calories—do not cut out basic foods. 


SERVING CALORIES 


Bacon, crisp...... 3 strips...100 
Beef, dried........ 1 ounce....30 
creamed.. ..Yecup....180 
Beef hash.........94 cup....270 
Beef stew......... largeserv. 500 
(3% oz. meat; vegetables) 
Frankfurter....... LBVi ce wet 120 
Hamburger....... 1 small...150 


Fish, baked, steamed 
average fish..... med.serv.200 


leaner fish...... med.serv. 100 
(bass, cod, halibut) 
Oystersics. cv ata e Et PENN, 50 
Shrimps, canned.,5-8......... 50 
Egg, whole........ 1 med...... 80 
Lich: © E TOTI 1 med....100 
poached........ 1 med......80 
scrambled. ..... 1 med....130 
SANDWICHES 
Chicken salad..... Deine ethics 245 
Grilled cheese..... A Sik staat 215 
(open-face; 1 slice bread) 
Egg salad......... E R ue cae 290 
PE ai RA ts ove i 


Lettuce-tomato... 
Peanut butter..... 


CHEESE DISHES 


Macaroni and 


3⁄4 cup....280 
+.med.serv.200 
% cup....150 
Ig. serv....420 


LENTILS AND NUTS 


Beans, cooked 
Limas, dried....4cup....100 
Limas, fresh....%cup....130 
Navy, kidney....% cup....105 
Baked w. pork. .⁄2 cup....250 
Peanut butter..... 1 tbsp....100 
Peanuts........... 8, %0z.....45 
Pecans, walnuts. .3, %40z.....50 


Eat wisely while eating less. 


DESSERTS 
SERVING CALORIES 
Brown Betty...... % cup....250 
Brownie..... ....med. pe.,.150 
Cake, plain........ 2%" sq....220 
iGadget ek 2%" sq....300 
sponge.......... med. pc...150 
Cheese cake...... 2Y2" pe....275 


Cookie, sugar.....1 small.....50 
oatmeal......... 1 large...120 
vanilla wafer....1 small....20 

Cream puff, filled.1 med....175 

Custard, baked...4cup....130 

Eclair, chocolate..1 med....250 


Gingerbread...... 2y! sq....280 
Gelatin, lemon....¥cup..... 80 
Pie, apple.........¥%, 9” pie 230 
cherry...... s+, 9" pie 370 
custard......... Ye, 9" pie 200 
lemon meringue %, 9” pie 340 
MINCE ss ee iais Ye, 9" pie 340 
pumpkin........ Ye, 9" pie 275 
Pudding, rice..... H cups. sn 139 
chocolate....... Ye cup....200 
Shortcake......... med.serv.350 


Vegetable......... % cup.....85 
(broth type) 


SAUCES 


Chocolate sauce..1hp.tbsp. 100 
Hard sauce.......1hp.tbsp.120 
Sauce, cream.....2 tbsp...... 50 
cheese..........2 tbsp......65 
tomato..........2 tbsp......40 
Tartar sauce......1hp.tbsp.115 


MISCELLANEOUS 
SERVING CALORIES 
Candy, av. bar....2 0z......275 
choc. creams...1 av. pc....50 
fudge........ ...1" square 100 
Cocoa, all milk....1 cup..... 165 
Cocomalt.......... 1 glass...280 
Coconut, dried....2 tbsp......85 
Fats, oils........ .-1 tbsp....100 


Ice cream soda...reg. size..275 
choc. sundae. ..1 large...335 
Pizza..% of 12” dia. 


cheese & tomato....... +..260 
with sausage.............. 
with everything........ 
Sugar. wwe ...1 tbsp 
jam, jelly..... e.. L tbsp..,...60 
syrup, honey....1 tbsp......60 
Beer, 8 02......... 1 glass...105 
Brandy, 1% oz....1 jigger...105 
GIM F ies esya biss .1 jigger...105 


Gingerale, 8 oz....1 glass.....85 
Lemonade........1 glass...115 
Soft drink, 6 oz....1 bottle....80 
Whiskey, Scotch. .1 jigger...105 


Bourbon........ 1 jigger...120 
Wine, sauterne....3'4 0z......90 
sherry........... 3% 02.....140 
POPE Soh a Vakan 3% oz.....160 


4 
kas 
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